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FACTORS INVOLVING WOUND DEHISCENCE 


STUDY OF ONE THOUSAND CASES 


Robert L. Marsh, M.D., Joseph W. Coxe III, M.D., Los Angeles, William L. Ross, M.D. 


and 


G. Arnold Stevens, M.D., Beverly Hills, Calif. 


In this study dehiscence is defined as a wound separa- 
tion including the peritoneum. The purpose is to compare 
dehiscence rates in vertical versus transverse abdominal 
wounds closed by a standardized method. By attempting 
to standardize wound closure technique and by indexing 
on punch cards details of each case, we hoped to elim- 
inate other variants in determining whether the type of 
incision and/or method of closure are the major factors 
in the incidence of dehiscence. It seems logical that no 
comparison of transverse with vertical incisions could 
be accurately assessed unless incisions were closed by the 
same method and patients under consideration were 
comparable. Surgical literature contains numerous case 
reviews, most if any, of which are not thus controlled by 
using comparable types of cases and standard closure 
procedures. At least half of the data collected in this 
series provides what would be required for such a con- 
trolled case study, short of using alternate transverse and 
vertical incisions in all cases as they occur. This would 
be impractical since individualization is obviously indi- 
cated in certain cases. 


BASIS OF SURVEY 


This study includes 1,000 laparotomies exclusive of 
inguinal hernias and appendectomies through muscle- 
splitting incisions. Five hundred laparotomies performed 
at the Wadsworth Veteran’s Hospital, Los Angeles, and 
500 at St. John’s Hospital, Santa Monica, Calif., on the 
private service of two of us (G. A. S. and W. L. R.) were 
reviewed. All of the incisions on the latter service were 
closed by a standard method hereinafter described. 

Out of the more than 2,000 records reviewed, only 
1,000 were found eligible for inclusion because of various 


facets of information lacking or because of major devi- 
ations from standard closure technique. The records were 
selected on the basis of the relative completeness of the 
record rather than on the type of incision or lesion. If 
the case was eligible for inclusion in the statistical anal- 
ysis, all the facets of information were code indexed on 
punch cards in detail. 

Clinical records of patients having had any of the fol- 
lowing abdominal operations whose wound closures ap- 
proximately adhered to the technique described were 
included. The operations were: exploratory laparotomy, 
pelvic laparotomy including hysterectomies, gallbladder 
surgery, intestinal resections or incisions, gastric resec- 
tion or repairs, splenectomies, procedures of the pan- 
creas, and incisional and ventral hernias. 

The technique of wound closure considered as rela- 
tively but not completely standard at the Wadsworth 
Hospital was as follows: for the posterior sheath and 
peritoneum, continuous absorbable material; for the an- 
terior or external oblique sheath of the rectus, interrupted 
sutures of nonabsorbable material. The use of retention 
sutures was allowed, and the type of retention suture 
used was recorded as being buried or through-and- 
through, always of nonabsorbable material. Removable 
retention sutures were routinely placed 1 in. (2.5 cm.) 
or less apart and not more than 1 in. from line of in- 
cision. In the St. John’s Hospital series, the use of re- 
tention sutures was systematic. If drainage was used, the 
case was included only if the drain extruded through a 
stab wound not through the incision. 

The wounds were classified as “clean” (uncontami- 
nated or without infection) or “dirty” (contaminated 
or infected). Clean wounds included wounds of gastric 
surgery except perforated ulcers, most wounds of elective 





From the Wadsworth Hospital, Veterans Administration Center; the Department of Surgery, University of California School of Medicine at Los 
Angeles; and St. John’s Hospital, Santa Monica, Calif. 

Attending Surgeon, Wadsworth Veterans Hospital, and Instructor in Surgery, University of California School of Medicine at Los Angeles (Dr. Marsh); 
Chief Resident in Surgery, Wadsworth Veterans Hospital (Dr. Coxe); and Senior Consultant in Surgery, Wadsworth Veterans Hospital and Clinical Pro- 
fessor of Surgery, University of California School of Medicine at Los Angeles (Dr. Stevens). 

_ This study was reviewed in the Veterans Administration and published with the approval of the Chief Medical Director. The statements and conclu- 
sions published by the authors are the result of their own study and do not necessarily reflect the opinion or policy of the Veterans Administration. 
Statistical work for this study was done by the Medical Record Librarian Department under the supervision of Cleo B. Nelson, R.R.L., at the Veterans 
Administration Center. 
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biliary surgery, most wounds of pelvic surgery including 
abdominal hysterectomy, splenic and pancreatic proce- 
dures. Dirty wounds included gangrenous organs, rup- 
tured hollow viscera, peritonitis, abscesses, intestinal 
resections, and enterotomies. 


DATA FROM WADSWORTH HOSPITAL 

Vertical incisions were used in 322 cases and trans- 
verse incisions in 178. The average age of patients in this 
series was 50 years. Six per cent (19 per 322) of the 
patients with vertical incisions were 65 years of age or 
older, whereas 12% (22 per 178) of the group with 
transverse incisions were 65 or older. In the 500 cases the 
following types of wound closure were used: 


Layer Closure 


Peritoneum and posterior sheath—absorbable suture, chromic 
00 or 0, running 


Anterior sheath and externus—nonabsorbable suture (silk 
or cotton), 00 or 0, interrupted 


Retention Sutures 
Purely optional addition to layer closure 


Of the patients with vertical incisions, 33% % underwent 
emergency laparotomies. In cases of transverse incision 
only 17% were emergencies. This factor alone, through 
lack of preparation, could account for difference in the 
incidence of wound separation. Of 18 patients with 
intestinal obstructions, all but one were operated on 
through vertical incisions. In these, distention was 
obviously a factor. Three of the 17 vertical incisions 
dehisced. 


500 _Incisions. 
322 Vertical —_—_——— 98% Dehiscences —____ 178 Transverse 


140 Dirty 182 Clean 48 Dirty 130 Clean 
(44% / 322) | (23% of 178) 
10% 5% ¢—_————- Dehiscences ————> 2% 2% 


(% of 500) 


Fig. 1.—Wound separations among 500 laparotomies at Wadsworth 
Hospital, excluding hernias and muscle-splitting appendectomy incisions. 


The most frequent operations were gastrointestinal. 
In patients with neoplasms of the digestive tract or peri- 
toneum, more were operated on through a transverse 
incision than through a vertical. Of the patients with post- 
operative dehiscence, the majority of the group with 
vertical incision had dirty closure, while the majority of 
the group with transverse incision whose wounds de- 
hisced had clean. 

Over-all, fewer transverse incisions (2%) disrupted 
than did vertical incisions (7% ), but, not being in con- 
secutive cases, these include a large number of emergen- 
cies, dirty wounds, and patients of older age groups. The 
combined dehiscence rate for both types of incisions in 
this study was 5.8% 

The majority of the patients with vertical incisions, 
both clean and dirty, had either rectus or paramedian 
incisions. The vertical incisions, whether midline or para- 
median or rectus in type, seemed to result in the same 
percentage of dehiscence. Seven and one-half per cent 
of the midline wounds disrupted, and 62% of those 
lateral vertical incisions separated. Dirty vertical inci- 
sions dehisced at a 9.3% rate (13 per 140), whereas in 
cases of clean vertical incision a 5% dehiscence rate (9 
per 182) occurred. 
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The vertical incision was preferred by the surgeons in 
performing operations on the stomach and vagus nerve 
in 68% of cases. The vertical incision was used with 
twice the frequency of a transverse incision in operations 
on the intestines. Operations performed on other abdom- 
inal organs were performed through transverse incisions 
with greater frequency than through vertical incisions. 


500 Incisions 


idl 7 iii. 


492 Healed Primarily 8 Dehisced 


rtical 42 Tronsverse 8 Vertical 
tas . (All were complicated) O Transverse 
(No transverse incisions 
were made in complicated 
problem cases) 


Fig. 2.—Wound separations among 500 consecutive laparotomies at 
St. John’s Hospital, excluding hernias and muscle-splitting appendectomy 
incisions, 


Of the vertical incisions, retention sutures were used 
in about 48% of the cases of clean wounds and 43% 
of the cases of dirty wounds. In the transverse incisions, 
retention sutures were used in about 45% of the cases, 
Apparently the decision to use retention sutures was not 
based on clean or dirty closures. Retention sutures used 
were almost always removable. Dehiscence was most 
frequent in the vertical incisions without retention su- 
tures, with one out of 16 clean closures and one out of 
nine dirty closures without retention sutures dehiscing. 
Through-and-through retention sutures were used in 
38% of all closures. 

Of the 342 patients with vertical incisions, 100 had 
some major complication other than that of the wound. 
Of the 178 patients with transverse incisions, 108 had 
some major complication not related to the wound. The 
largest group had pulmonary complications. 


DATA FROM ST. JOHN’S HOSPITAL 


In conjunction with the study of the incidence of 
wound separation at the Wadsworth Veteran’s Hospital, 
a similar study was made on the service of two of us 
(G. A.S. and W.R.L.) at St. John’s Hospital. Both 
hospitals are affiliated with the graduate and under- 


Fascia 
Muscle 


Peritoneum 


Fig. 3.—Placement of retention suture. There is a short intraperitoneal 
course, the retention suture catching the peritoneal edge only. 


graduate program of the U. C. L. A. School of Medicine. 
The study at St. John’s Hospital differs somewhat from 
that at the Wadsworth Veteran’s Hospital, in that it is 
completely controlled from the standpoint of standard- 
ized closure and recorded details. With the purpose of 


this study in mind, all hernia and McBurney appendical 


incisions are excluded. The cases are unequivocally con- 
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secutive. Preoperative and postoperative treatment are 
basically identical in each case. Two factors in the study 
involving the two teaching hospitals are identical. The 
majority of cases in both studies included operations 
related to the gastrointestinal tract. In the opinion of one 


% in. from 
wound edge 


aa 
lin. opart 


Fig. 4—Diagram of completed retention suture, which is not removed 
until the 8th to 14th day when palpable induration indicates fibroplasia. 


of us (G. A. S.), who is on service at both hospitals, 
wound closure is done with equal carefulness in both 
institutions. 

In this series, there were 240 incisions in the upper 
part of the abdomen and 260 incisions in the lower or 
middle part of the abdomen. In this group there were 42 
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There were 8 (1.6% ) wound separations, 5 in the lower 
abdomen and 3 in the upper abdomen. Seven operations 
were related to the gastrointestinal tract. All were com- 
plicated problem cases. Six patients showed nutritional 
deficiencies based on severe anemia, hypoproteinemia, 
or both, secondary to carcinoma, peritonitis, age, or other 
debilitating factors. Vitamin C determinations proved to 
be of no value, because vitamins had been administered 
to all patients in large doses before and after surgery. In 
two cases wound dehiscence was incident to mechanical 
factors—violent coughing episodes with distention in 
both cases. In all of these cases vertical incisions were 
made. Transverse incisions were made in no complicated 
cases. In 492 complicated and uncomplicated cases, 
there was not a single instance of wound separation in 
cases in which either transverse or vertical incision was 
used. 

In consideration of the aforementioned data, there is 
obviously only one major point of difference in the con- 
trols of the two series..In the St. John’s series all upper 
abdominal wounds, without exception, were closed in a 
similar fashion to the routine closure of eviscerated 


Data on Eight Patients with Wound Dehiscence at St. John’s Hospital 





Incision, 

Diagnosis All Vertical 
Carcinoma of gallbladder, cholecystectomy Upper, 
right 
rectus 
Careinoma, hysterectomy Lower 
Carcinoma of ascending colon, resection Lower 
Peritonitis, perforated appendix.................... Lower 
Pyloric ulcer Upper 
Cirrhosis, esophageal varices..............2...sse0% Upper 
Intestinal obstruction Lower 
COR Te 6 no 6:05 0:00 05086028s0sc00K008 Lower 


Mechanical 
Factors 


Nutritional 
Factors 
igi Sopa <n ae 
Severe Hypo- Violent Extreme 
Anemia proteinemia Coughing Distention 


X (Ascites) 





transverse incisions. These were truly transverse inci- 
sions, which did not divide trophic nerves. There were 
458 vertical incisions, close to the midline, which mini- 
mized trophic nerve interruption. 

Of the 500 patients who had surgical intervention, 223 
were females and 277 were males. Yet the incidence of 
wound separation was five males to three females; no 
explanation is offered for this. The average age incidence 
of patients with laparotomies in this series was 48. The 
extremes were 3 years to 77 years. The average age of 
eight patients with wound separation was 56 years; ex- 
tremes were 31 and 75 years (see table). The average 
age incidence did not differ significantly from that of the 
Wadsworth Hospital series (50 years). 

In the 500 cases the following types of wound closure 
were used: 


All cases in upper part of abdomen 
. Through-and-through nonabsorbable retention sutures 


2. Plus layer closure 


Peritoneum and posterior sheath, absorbable suture, 
chromic 00, running 


Anterior fascia, absorbable suture, chromic 0, running 


cases in lower part of abdomen 


1. If carcinoma, same as no. 1 above 
2. If uncomplicated, clean, nonmalignant lesions, layer closure 
(no. 2 above) only 


wounds plus layer closure. This consisted of through- 
and-through heavy nonabsorbable retention sutures, in- 
cluding the edges of the peritoneum placed about 1 in. 
apart and about % in. (1.9 cm.) lateral to the incision. 
The peritoneum was closed with chromic 00 absorbable 
surgical suture. The fascia was closed with chromic 0, 
doubled, absorbable suture. In lower abdominal incisions 
for carcinomatous lesions the same closure was used. 
In uncomplicated clean cases of nonmalignant lesions 
layer closure only was used. 

Retention sutures were removed only after a firm ridge 
along the line of incision was palpable. This usually oc- 
curred between the 8th and 14th postoperative days. 
Two-inch wide adhesive “butterflies” were used to sup- 
port the wound after removal of retention sutures. The 
skin was painted with tincture of benzoin to keep the 
adhesive tape from slipping and to protect the skin. The 
“butterflies” were removed after one week. Ambulation 
was usually early, and the wound was always supported 
with a Scultetus binder when the patient was up. 

The only definite factor detected in this study that 
accounts for an over-all incidence of 5.8% wound sepa- 
ration in 500 cases at the Wadsworth Hospital, in con- 
trast to an over-all incidence of wound separation at St. 
John’s Hospital on the service of two of us of 1.6% is 
that through-and-through retention sutures as described 
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were systematically used in the latter series. It seems 
reasonable to assume, however, that patients admitted 
to a Veterans Hospital include those who were more 
ill and whose nutritional state did not compare favor- 
ably to patients in a private hospital. 


COMMENT 

It is hoped that this type of study will be pursued by 
other investigators. In the literature, apparent discrep- 
ancies are likely due to lack of controls. Although the 
first SOO cases (at Wadsworth Hospital) are not com- 
pletely controlled, they are more adequately controlled 
than most other reports. The second 500 cases (at 
St. John’s Hospital) were consecutive and completely 
controlled. The results of the studies in the two groups 
were materially different even though the same surgeons 
were involved. 

It is essential that in subsequent studies the following 
plan should be instituted: 1. Start the series at the begin- 
ning keeping the purpose constantly in mind and en- 
forcing controls rigidly. 2. Keep nutritional factors as 
constant as possible by adequate administration of protein 
and vitamins. 3. Record in each case such mechanical 
factors as violent coughing and undue distention, hic- 
coughing, or vomiting. 4. Record in each case pertinent 
data affecting wound healing both laboratory, such as 
anemia and hypoproteinemia, and clinical, such as de- 
bilitating factors—malignancy, infection, peritonitis, 
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syphilis, tuberculosis, and age. 5. Rigidly adhere to the 
type of through-and-through wound closure as outlined 
in the St. John’s series if the study is to be comparative. 


SUMMARY AND CONCLUSIONS 


On the basis of a clinical study of a thousand lapa- 
rotomies involving vertical and transverse incisions, ex- 
clusive of inguinal hernias and McBurney appendiceal 
incisions, evidence does not support a case for or against 
transverse or vertical incisions, providing the latter are 
made close to the midline and the trophic nerves are not 
interrupted. The important factors predisposing to wound 
dehiscence are: (1) nutritional deficiencies incident ti 
carcinoma, infection, or other debilitating factors; (2) 
mechanical factors, such as violent coughing and abdom- 
inal distention; (3) type of wound closure (In a com- 
pletely controlled series of 500 consecutive cases in which 
through-and-through retention sutures plus layer closure 
were used systematically there was no instance of wound 
dehiscence in uncomplicated transverse or vertical in- 
cisions. This was not the case in a series of 500 cases in 
which systematized wound closure was not used, even 
though all other factors were comparable.); and (4) 
age (the average age of patients with wound separation 
being 56 years as compared to an average age of less than 
49 years for the 966 patients whose wounds healed pri- 
marily). 
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The problem of massive gastrointestinal hemorrhage is 
encountered frequently enough to be a real challenge to 
the medical and surgical services of any hospital. Despite 
a large volume of papers on the subject, it is felt that an 
additional presentation of experiences with a number of 
such cases might be of some value. Massive gastrointes- 
tinal hemorrhage refers to the passage of large amounts 
of bloody material by mouth or by rectum, or to bleed- 
ing from the gastrointestinal tract that may not be ap- 
parent except by the shock it produces. Stewart ' states 
that bleeding is massive when the total circulating red 
blood cell mass is less than 60% of normal. 

The problem calls for very close cooperation between 
internist and surgeon; it is necessary for both to be in 
constant attendance on a patient who shows bleeding. 
The decision to operate and secure a bleeding point by 
a ligature must not be put off too long, while the patient 
is given great quantities of blood in the hope that the 
bleeding will subside. The increased availability of whole 
blood for transfusions, improvements in anesthesia, and 
the use of the antibiotics are some of several factors that 





1. Stewart, J. D.; Rudman, I.; Citret, C., and Hale, H. W., Jr.: 
Definitive Treatment of Bleeding Peptic Ulcer, Ann. Surg. 132: 681 
(Oct.) 1950. 

2. LeVeen, H. H.; Mulder, A. G., and Prokop, F.: Physiological 
Mechanism for Death in Massively Bleeding Peptic Ulcer, Surg., Gynec. 
& Obst. 94: 433 (April) 1952. 
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Charles S. Judd Jr., M.D. 


Rogers Lee Hill, M.D., Honolulu, T. H. 





have increased the safety of surgery in the past 20 years, 
even in emergency operations, to such an extent that the 
decision to operate has been made earlier more often and 
the number of mistakes made on the conservative side 
has been lessened. LeVeen * has emphasized liver anoxia 
as a cause of death in some patients dying of massive gas- 
trointestinal hemorrhage, stating that arterial blood, nor- 
mally passing to the liver, is shunted from one of the 
branches of the celiac axis into the gastrointestinal tract 
instead. The success of an active, aggressive surgical ap- 
proach toward massive gastrointestinal hemorrhage is 
manifested by the results of Stewart,’ who has treated all 
massively bleeding peptic ulcers with immediate surgery, 
accompanied by massive blood replacement, as soon as 
the diagnosis is made. The mortality rate in his series of 
65 cases was 10.7%, as compared with a rate of 21.4% 
in 42 similar cases treated medically. In 50 consecutive 
cases the mortality rate was 6%. 

In the initial management of cases of massive gastro- 
intestinal hemorrhage, a carefully elicited history, with 
reference to episodes of abdominal pain, food intolerance, 
indigestion, previous hematemesis, high alcoholic intake, 
jaundice, tendency to bleed, and weight loss, along with 
a careful physical examination, including a rectal ex- 
amination, frequently lead the physician toward a reliable 
working diagnosis. Basic laboratory determinations, i. ©.. 
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a complete blood cell count, hematocrit, urinalysis, and 
stool examination, are also of great value. A blood 
volume study may facilitate the amount of blood replace- 
ment. Emphasis is placed on the stool examination; if 
there is no blood in the stool initially, it may mean that 
the onset of the bleeding is very recent. The patient is 
given sedatives. A transfusion of low titer type O blood 
is started, and the patient is typed and cross-matched for 
4to 6 pt. (1,892 to 2,838 ml.) of blood. A Foley catheter 
is inserted into the bladder, and the hourly output of 
urine is measured. The vital signs are recorded at fre- 
quent regular intervals, and the patient’s clinical course 
is evaluated every one to two hours. If peptic ulcer is 
suspected, atropine is given for its antivagal effect. 

The common causes of massive bleeding when hema- 
temesis is present are peptic ulcer, esophageal varices, and 
tumor of the stomach or duodenum. Zamcheck,* in sum- 
marizing 101 unselected deaths in cases of massive gas- 
trointestinal hemorrhage, stated that one-half of the 
patients bled from peptic ulcer and one-third from eso- 
phageal varices. Additional causes of hematemesis may 
be esophageal hiatus hernia, esophageal malignancy, and 
esophagitis.* If hematemesis is not present, one must also 
consider a tumor of the jejunum, ileum, or colon, chronic 
ulcerative colitis, and diverticulitis of the colon.® Jones ° 
mentioned the consideration of obscure causes of bleed- 
ing, such as Meckel’s diverticulum and other congenital 
anomalies, and blood dyscrasias. In recurrent gastroin- 
testinal bleeding, peptic ulcer is probably the commonest 
cause. Multiple lesions may be present. 

In general, in a patient of 45 years of age or younger 
in whom there is no evidence of hematemesis, con- 
servative management usually carries the patient through 
to a time when diagnostic procedures and elective opera- 
tion, if indicated, can be accomplished with increased 
safety. 

The former risk of exacerbation of bleeding by diag- 
nostic procedures is somewhat offset by the increased 
safety in surgery and anesthesia and the increased avail- 
ability of whole blood. If the diagnosis is not readily ap- 
parent, a gastrointestinal roentgenogram should be done 
as soon as it can be tolerated by the patient. The insertion 
of a Levin nasogastric tube may be an aid to diagnosis, 
and is felt by some to be valuable in decompressing the 
stomach, when combined with Wangensteen suction. 
A sulfobromophthalein (Bromsulphalein) test and other 
liver function studies may be helpful in ruling out cir- 
thosis of the liver with bleeding esophageal varices. If 
the latter are suspected, one may resort to esophagoscopy 
or esophageal balloon tamponade or both as diagnostic or 
therapeutic measures. If the diagnosis is still not obvious 
after the above investigation, one must look for hemor- 
thagic diatheses by blood smear, bleeding and clotting 
times, and a tourniquet test. Afibrinogenemia, as empha- 
sized by Coon * and others, is another factor in obscure 
bleeding that must be considered occasionally. 

The patient over 45 years of age is more often the 
potential condidate for operative treatment. The dimi- 
nution of elasticity of the blood vessels in older patients 
prevents spontaneous clotting and cessation of hemor- 
thage. If an operation is to be done, the decision as to 
when to operate will depend on the diagnosis, response to 
blood replacement, further evidence of bleeding, and 
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other factors. The measurement of the hourly urinary 
output has been found to be a valuable key to the con- 
dition of the patient, a marked drop in the output caused 
by increased hemorrhage often preceding a correspond- 
ing change in vital signs by an hour or more. The specific 
gravity of the urine may be measured at the bedside, and 
it will also be an aid in evaluating the patient. 

Jones * recommended a very thorough exploration at 
laparotomy, if the origin of the bleeding is obscure. This 
means careful scrutiny of the entire bowel, with the use of 
transillumination if necessary. A radical gastrotomy, duo- 
denum to cardia, may be necessary for visualization of a 
bleeding point. In about 10% of patients with hema- 
temesis, no lesion is found. Some feel that subtotal gas- 
trectomy should be done in these cases. 

In the treatment of bleeding esophageal varices sec- 
ondary to extrahepatic blocks of the portal or splenic 
vein, in the absence of Laennec’s cirrhosis, Crile * advo- 
cates transesophageal obliteration of the varices by 
suture ligation, believing that there is a lower mortality 
in this operation than in radical operations such as resec- 
tion of the lower part of the esophagus and upper part of 
the stomach. 

During a 24 month period from July 1, 1951, to June 
30, 1953, nine patients with massive gastrointestinal 
hemorrhage were treated surgically at the Queen’s Hos- 
pital, Honolulu, without operative mortality. 


REPORT OF CASES 


Case 1.—A 53-year-old Chinese man was admitted to the 
Queen’s Hospital on Aug. 19, 1951, because of abdominal pain 
of four days’ duration. The pain was dull, intermittent, and 
radiated to the lower quadrants from the epigastrium and 
through to the back. The history revealed that he had been 
admitted previously in 1946 for closure of a perforated duodenal 
ulcer and again from June 3 to June 9, 1951, for treatment of 
bronchial asthma with corticotropin (ACTH) (60 mg. daily for 
six days). On admission, the temperature was 99.6 F, pulse rate 
84 beats per minute, respirations 16, and blood pressure 148/82 
mm. Hg. Examination revealed a systolic murmur at the apex 
of the heart. There was some upper abdominal splinting but no 
definite tenderness. The remainder of the examination showed 
no abnormalities. The red blood cell count was 4,890,000 and 
the hemoglobin value was 12 gm. per 100 cc. For several days 
in the hospital, the patient complained of epigastric pain. A 
gastric analysis showed free acid, and a gastrointestinal roent- 
genogram showed a shadow of an annular constriction at the 
pylorus, with deformity of the duodenal bulb. On Aug. 25, 
gastric decompression by nasogastric tube suction was started, 
and the patient was scheduled for gastrectomy on Aug. 29. 
Shortly after the insertion of the tube, the gastric returns were 
noted to be bloody, and the patient passed tarry stools. During 
the next four days, the patient continued to manifest evidence 
of severe bleeding from the gastrointestinal tract. Transfusions 
of whole blood were given in an attempt to replace the blood 
lost. On Aug. 28, the pulse rate was 140, and an arrhythmia was 
noted. An electrocardiogram showed nodal tachycardia. Rapid 
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digitalization was carried out using lanatoside C (Cedilanid) 
intravenously, and there was some siowing of the pulse. During 
a period of four to six hours at the time of the marked tachy- 
cardia and also while the patient was bleeding massively, the 
hourly output of urine dropped to 5 to 15 cc. On Aug. 29, 10 
days after admission, because of evidence of progressive continu- 
ous bleeding and despite a persistent tachycardia of 136 beats 
per minute, a subtotal gastrectomy was done. The lesion was a 
duodenal ulcer. Four thousand cubic centimeters of blood had 
been given in the four days prior to operation, 1,500 cc. during 
surgery, and 2,000 cc. postoperatively. The length of operation 
was 4 hours and 10 minutes. An estimated two-thirds of the 
stomach was removed, and the continuity of the gastrointestinal 
tract was reestablished by a gastrojejunostomy that was per- 
formed antecolic and isoperistaltic. Postoperatively, the patient 
continued to have a marked tachycardia for several days, but 
the eventual recovery was satisfactory. He was discharged from 
the hospital on Sept. 28, 1951. Follow-up several months later 
revealed that the patient was asymptomatic. 


The tachycardia in this case probably resulted from 
the lowered blood volume due to hemorrhage. In retro- 
spect, this complication might have been obviated by 
earlier operation. 


CasE 2.—A 45-year-old Japanese man was admitted on 
Aug. 3, 1951, because of weakness, epigastric pain, and the 
vomiting of blood. He was given a whole blood transfusion, and 
the bleeding subsided. A gastrointestinal roentgenogram sug- 
gested a small ulcerating lesion of the stomach. An operation 
was recommended, but the patient refused; he was discharged 
from the hospital. He was readmitted on Jan. 16, 1952, with the 
same complaints. He had been asymptomatic since the previous 
admission, up until that day. On admission, shock was not 
present, and an examination showed no abnormalities. The red 
blood cell count was 2,260,000, with hemoglobin level 6.2 gm. 
per 100 cc. The patient was given a whole blood transfusion, 
and he responded well. A repeat gastrointestinal roentgenogram 
again showed a small ulcerating lesion of the stomach. On 
Jan. 19, three and one-half days after admission, bleeding re- 
curred in such a degree as to produce shock. A subtotal gastrec- 
tomy was performed, as in case 1, the operation lasting 3 hours 
and 15 minutes. The lesion was an adenocarcinoma of the 
stomach. The postoperative course was entirely uneventful, and 
the patient was discharged nine days after the operation. A 
follow-up visit 16 months later showed that the patient had 
gained weight and was entirely without symptoms. There was no 
evidence of recurrence of the lesion or metastases. 


This case represents one of recurrent gastrointestinal 
hemorrhage. Operation had been advised originally be- 
cause of the hemorrhage and an x-ray diagnosis of an 
ulcerating lesion of the stomach. Because of the high in- 
cidence of carcinoma in such lesions in Japanese men 
in Hawaii,’ it was felt that early operation rather than 
conservative treatment was indicated. When the pa- 
tient finally came to surgery five and one-half months 
after the first episode of bleeding, the lesion was small 
and appeared to be grossly benign. Microscopic examina- 
tion, however, showed carcinoma. The lesion appeared 
to have been completely excised; thus reexploration with 
the consideration of further resection, omentectomy, 
splenectomy, and node dissection was not done. 

CasE 3.—A 68-year-old Filipino woman was admitted on 
Dec. 9, 1951, because of hematemesis and tarry stools. She had 
had epigastric pain and anorexia one week before. Bleeding was 
not massive. The history revealed that in 1948 the diagnosis of 
late latent syphilis had been made and that no treatment was 
considered necessary. There was also a history of old pulmonary 
tuberculosis, with bilateral upper lobe interstitial fibrosis. On 


admission, the patient was thin and emaciated, but the examina- 
tion otherwise showed no abnormalities. The red blood cell 
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count was 2,500,000 and the hemoglobin less than 7.5 gm. per 
100 cc. A gastrointestinal roentgenogram showed no abnormali- 
ties. The patient never manifested shock, and she was treated 
conservatively. Because of the lack of a diagnosis, it was felt 
that the patient could be discharged and followed in the out- 
patient department. She was readmitted on Feb. 29, 1952, be- 
cause of weight loss of 5 Ib. (2.3 kg.) and abdominal pain. Five 
days after admission, she passed a large amount of black 
material per rectum. The pulse rate rose to 140, and the blood 
pressure dropped to 82/40 mm. Hg. There was no hematemesis. 
A repeat gastrointestinal roentgenogram had meanwhile shown 
an ulcerating penetrating lesion of the pars media of the stomach, 
The patient was given a transfusion of 1,000 cc. of blood. She 
responded well and was taken to surgery. Laparotomy revealed 
a large ulcerating lesion of the pars media of the stomach on 
the posterior wall, 2 to 3 cm. in diameter, with a bleeding artery 
in the center of it. The lesion was penetrating into the pancreas, 
Histological examination later showed it to be a benign ulcer. 
A subtotal gastrectomy and anterior gastrojejunostomy were 
done. The operation lasted three hours, and the patient was given 
an additional 1,000 cc. of blood during the procedure. She did 
well in the immediate postoperative period. About a week post- 
operatively, repeat chest roentgenograms revealed evidence of 
what appeared to be a reactivation of the old pulmonary tuber- 
culosis in both apexes. The patient was transferred to the Leahi 
Tuberculosis Sanatorium. Follow-up 15 months later showed 
that she was still under treatment for the tuberculosis. She had 
gained 40 Ib. (18.1 kg.) in weight, however, and had no symptoms 
referable to the gastrointestinal tract. 


This case represents recurrent gastrointestinal bleed- 
ing in a patient with latent syphilis and pulmonary tuber- 
culosis. Despite an attempt at diagnosis on a first admis- 
sion, the actual source of bleeding, a gastric ulcer, was 
not determined until a second admission almost three 
months later, when massive bleeding occurred. 


CasE 4.—A 67-year-old Japanese man was admitted to the 
hospital on March 19, 1952, with the complaint of epigastric 
pain of six years’ duration and a recent history of vomiting 
about a quart (0.94 liter) of bloody material. He had also been 
having tarry stools for two days. His history showed that he 
had been admitted in 1946 with the same symptoms. A gastro- 
intestinal roentgenogram on that previous admission had been 
read as showing evidence of hypertrophic gastric mucosa. At 
the time of the present admission, the temperature was 100 F, 
pulse rate 100 beats per minute, and blood pressure 90/50 mm. 
Hg. The patient was slightly obese. The remainder of the exami- 
nation was noncontributory. The red blood cell count was 
4,200,000 and the hemoglobin level 11.8 gm. per 100 cc. Within 
the three hours after admission, the patient vomited about 
900 cc. of dark red fluid consisting primarily of blood. Trans- 
fusions of whole blood totaling 1,000 cc. were given. Twelve 
hours after admission, the patieft vomited 400 cc. of bright red 
blood. The pulse rate was 120 and thready, and the blood 
pressure 84/60 mm. Hg. A laparotomy through a transverse 
incision showed an ulcerating lesion, 1 cm. in diameter, on the 
posterior surface of the antrum, penetrating into the pancreas. 
This proved histologically to be benign. A subtotal gastrectomy 
and anterior gastrojejunostomy were performed. Interrupted silk 
sutures of 4-0 and 5-0 silk were used throughout. The exposure 
was very difficult due to the patient’s stature and obesity. The 
incision was extended by a longitudinal component cephalad to 
the costal margin. The procedure took five and one-half hours. 
An additional 1,500 cc. of blood was given during the operation, 
and 1,000 cc. was given after the operation. The postoperative 
course was entirely uneventful except for a slight superficial 
wound infection. When seen 14 months postoperatively, the 
patient had a moderately large ventral hernia at the site of the 
operative scar, but he was entirely asymptomatic. 


Because of this patient’s age and a previous history 
suggestive of peptic ulcer, laparotomy was performed 
about 12 hours after admission, when there was poor 
response to conservative treatment. Blood replacement 
seemed to be adequate, 3,500 cc. before, during, and 
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immediately after operation, and a long operation was 
well tolerated. 


Case 5.—A 31-year-old Filipino man was admitted to the 
hospital on May 5, 1952. He complained of having vomited 
blood and of having passed black stools. He stated that he had 
had identical symptoms five months before admission. He gave 
no history of pain in the abdomen, however, nor of symptoms 
of peptic ulcer or bleeding esophageal varices. On admission his 
pulse rate was 120, and his blood pressure was 90/70 mm. Hg. 
He was pale and perspiring. Examination of the abdomen 
showed no abnormalities. The stools were reddish-brown. The 
red blood cell count was 3,820,000 with hemoglobin 9.8 gm. 
per 100 cc. The patient was followed by an internist and a 
surgeon jointly. The patient was given sedation, and he im- 
proved after a transfusion of low titer type O blood. After 12 
hours, however, when 1,000 cc. of blood had been given, he 
passed tarry stools and vomited black material. The urinary 
output had dropped to less than 15 cc. per hour. The patient 
was pale, sweating, and lethargic, and his blood pressure was 
66/24 mm. Hg. Laparotomy was performed because of the 
persistent hemorrhage. A soft tumor mass, 6 cm. in diameter, 
was found in the region of the head of the pancreas. It appeared 
to have eroded into the lumen of the second portion of the 
duodenum to cause the bleeding. It was felt at the time that 
radical surgery was inadvisable because of the poor condition 
of the patient. A radical pancreatoduodenectomy was done later 
in two stages. The tumor was a leiomyosarcoma of the duo- 
denum. No metastases were noted, and the histological examina- 
tion suggested a low grade of malignancy. The patient did well 
postoperatively, and a follow-up 11 months after surgery showed 
good weight gain and no evidence of metastases or recurrence. 


This case illustrates one of the infrequent causes of 
massive gastrointestinal hemorrhage. The tumor was 
fairly large, about 6 to 7 cm. in diameter, and it involved 
the head of the pancreas and region of the common bile 
duct; for these reasons, it was felt that pancreatoduo- 
denectomy, although a radical procedure, was necessary 
as treatment. The tumor represented one of the typical 
subserosal smooth muscle tumors that are prone to cause 
bleeding by erosion of the mucosa."° 


Case 6.—A 64-year-old Caucasian-Hawaiian man was admit- 
ted to the hospital on Oct. 1, 1952, complaining of pain in the 
abdomen and the passage of tarry stools. A diagnosis of duo- 
denal ulcer had been made five years previously, at which time 
a vagotomy had been done. Pain had been epigastric and recur- 
rent. Examination showed arteriosclerosis, but was otherwise 
noncontributory. A red blood cell count was 1,830,000 and the 
hemoglobin level was 5 gm. per 100 cc. A gastrointéstinal roent- 
genogram showed a filling defect in the gastric antrum that 
suggested malignancy. There was no hematemesis. Blood trans- 
fusions, with a total of 4,000 cc. of biood, were given, but melena 
persisted and slowly became more severe. A subtotal gastrectomy 
was performed seven days after admission. An anterior gastro- 
jejunostomy was done, and interrupted sutures of silk were used 
throughout. The lesion was a duodenal ulcer. The recovery was 
uneventful and the end result was good. 


In this case, there was perhaps a needless delay prior 
to surgery. The previous vagotomy had not prevented 
the complication of bleeding? 


Case 7.—A 77-year-old Filipino man was admitted to the 
hospital on Oct. 3, 1952, complaining of chest pain. He had had 
a history of duodenal ulcer with bleeding five months previously. 
Examination showed a thin elderly man in no particular distress. 
The red blood cell count was 3,320,000 and the hemoglobin 
level 8 gm. per 100 cc. A gastrointestinal roentgenogram showed 
evidence of an old duodenal ulcer. Gastric analysis revealed 
48 units of free acid and 64 units of total acid in a fasting 
specimen. The patient was put on a medical ulcer regimen. On 
Oct. 12, nine days after admission, hematemesis occurred sud- 
denly. This progressed and increased, and several hours later 
the patient went into shock. The hourly urinary output dropped 
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to zero. Blood replacement was started, and laparotomy showed 
a duodenal ulcer with a bleeding vessel in the middle of the 
crater. A subtotal gastrectomy and anterior gastrojejunostomy 
were done. Interrupted silk sutures were used throughout. The 
recovery was uneventful, and the result good. A check-up seven 
months later showed that he had gained weight and felt well. 


CasE 8.—A 78-year-old Korean man was admitted to the 
hospital on Dec. 31, 1952, with hematemesis. He had been 
admitted twice previously for gastrointestinal bleeding. The most 
recent admission had been on July 28, 1952, six months pre- 
viously, when he came in in shock with massive hematemesis. 
A diagnosis of duodenal ulcer had been made at that time. The 
patient refused surgery and was treated satisfactorily with blood 
replacement alone. At the time of admission on Dec. 31, the 
patient was again in shock. The red blood cell count was 
3,660,000 and the hemoglobin level 9.7 gm. per 100 cc. Blood 
transfusions were started and operation advised. The patient 
persistently refused surgery. Finally, five days after admission, 
when the patient was again in shock from massive hematemesis 
and melena, and after a total of 5,500 cc. of blood had been 
given, he consented to surgery. A laparotomy showed a bleeding 
gastric ulcer. A subtotal gastrectomy and anterior gastro- 
jejunostomy were done. The postoperative course was fairly 
smooth except for a slight wound infection and a slowness to 
gain weight and strength. He was discharged several weeks 
later. Follow-up showed that he died several months later at 
another hospital. An autopsy was not obtained. 

CasE 9.—A 53-year-old Caucasian-Samoan man was admitted 
to the hospital on May 6, 1953, because he had epigastric pain 
and had vomited blood. He had had dull epigastric pain for two 
weeks, and the bleeding began on the day of admission while 
he was in the outpatient department on a routine visit regarding 
his varicose veins. Past history showed a high alcoholic intake. 
Physical examination showed perspiration, pallor, a rapid pulse, 
and a blood pressure of less than 100 mm. Hg systolic. The red 
blood cell count was 2,460,000 and the hemoglobin level 7.8 gm. 
per 100 cc. The patient was given 2,000 cc. of blood slowly 
during the next 18 hours. A gastrointestinal roentgenogram 
revealed, meanwhile, a shadow of an ulcerating lesion arising 
from the lesser curvature of the pars media of the stomach. 
Eighteen hours after admission, the patient was still vomiting 
blood and was in semishock. Laparotomy done at that time 
confirmed the diagnosis of an ulcerating lesion of the stomach, 
and a subtotal gastrectomy and anterior gastrojejunostomy were 
done. An additional 1,000 cc. of blood were given during the 
procedure. The postoperative course was fairly smooth. Further 
evaluation showed a long history of intermittent claudication in 
the legs suggestive of obliterative arterial disease. A bilateral 
lumbar sympathectomy was done 13 days after the gastrectomy, 
and the patient was discharged much improved after one week. 


Cases 7 and 8 represent the problem of massive bleed- 
ing in elderly patients. In case 9, an early gastrointestinal 
roentgenogram was an aid and perhaps was responsible 
for earlier surgery than in some of the other cases. The 
results were gratifying. 

COMMENT 

One may perhaps make a few statements in summar- 
izing the management of cases of massive gastrointestinal 
hemorrhage. Individualization of these cases is extremely 
important and necessary, inasmuch as a choice of a time 
for laparotomy may vary greatly from case to case. It 
is wrong to operate on any patient who is having severe 
gastrointestinal bleeding unless the diagnosis of peptic 
ulcer or some other lesion amenable to emergency surgery 
has been established with reasonable certainty. A good 
clinical history and a careful physical examination are 
most rewarding diagnostic procedures. Hematemesis usu- 
ally represents a lesion proximal to the muscle of Treitz 
and signifies a much graver prognosis than does melena 
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alone. An ulcer hemorrhage that has manifested itself 
only as melena is rarely fatal. The absence of clinical 
shock, as ordinarily defined, may preclude the necessity 
for operation, irrespective of the low level of which hem- 
atocrit and erythrocyte determinations have fallen. 
Cases of blood dyscrasias should be excluded from emer- 
gency operative procedures. The following patients 
should be carefully observed as potential operative can- 
didates: a patient over 45 years of age, any patient with 
hematemesis, a patient experiencing his first hemorrhage, 
a patient with hemorrhages persisting over 24 hours after 
admission to the hospital, and a patient hemorrhaging 
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while already following a full medical ulcer regimen. It is 
usually not necessary or desirable to operate within the 
first six hours. Operation within 48 hours, however, may 
be undertaken with much less risk than an operation per- 
formed after many days of persistent or recurrent hemor- 
rhage. A plentiful supply of compatible blood should be 
available. Subtotal gastrectomy is the most effective oper- 
ative procedure for bleeding peptic ulcer. If a gastrectomy 
is to be done, it should be done carefully and unhurriedly, 
provided blood replacement is adequate, inasmuch as 
compromise procedures are not uniformly satisfactory. 


1828 Vancouver Dr. (14) (Dr. Judd). 





CHRONIC HYPERVENTILATION SYNDROME 


Bernard I. Lewis, M.D., lowa City 


The chronic type of hyperventilation is an interesting 
and often confusing symptom complex. There is a preva- 
lent misconception that hyperventilation syndromes 
occur infrequently, are characterized by acute, dramatic, 
but transitory bouts of hyperpnea, and that they culmi- 
nate in frank tetany. Our experience indicates, to the 
contrary, that these syndromes are common, generally 
have a chronic course, present diverse clinical pictures 
that often mimic serious organic disease, and are usually 
attended by marked disability.* 


PATHOGENESIS 


In 1937, Kerr and his associates first directed attention 
to the various manifestations that may result from hyper- 
ventilation and emphasized the psychogenic cause that 
usually exists.? Since then, however, many other causal 
factors have been noted, such as severe febrile states,* 
infections, intoxications, collagen diseases affecting the 
central nervous system,‘ and reflex sensory stimulation 
from pathological lesions in remote areas of the body 
(e. g., prostatic hypertrophy with urinary retention).° 
Hyperventilation phenomena secondary to these organic 
processes tend to occur as acute, short-lived episodes, 
while the psychogenic syndromes generally have a more 
chronic course. Psychogenic patterns are often super- 
imposed on organic disorders, particularly those of the 
cardiovascular system, with mutually adverse results and 
more complex diagnostic and therapeutic problems.’ 

As schematically summarized in figure 1, the initial 
link in the pathogenic chain is hyperventilation, regard- 
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less of the nature of the precipitating process. This attains 
clinical importance when an increase in the rate and/or 
depth of respiration lowers the arterial carbon dioxide 
content and carbon dioxide tension sufficiently to induce 
the various biochemical, neurovascular, and neuromus- 
cular changes that underlie the multiple features of this 
syndrome. The total impact of these diffuse disturbances 
characteristically provokes a reaction of great apprehen- 
sion that tends to accentuate and perpetuate the over- 
breathing, thus establishing a cyclic process. It is likely 
that the fear engendered by these alarming symptoms 
reverberates along autonomic and hormonal pathways 
and adds a neuroendocrine component to the initial 
pathophysiological derangements. 


CLINICAL AND PATHOPHYSIOLOGICAL FEATURES 


The acapnia and, to a lesser degree, the associated 
relative cerebral anoxia cause a variable degree of slow- 
ing in the frequency of the brain waves. When the mean 
electroencephalographic frequency falls below 5 cps, 
conscious awareness is markedly reduced.* This reduc- 
tion in the level of consciousness, usually referred to as 
faintness or blackouts, appears to serve a protective 
function by ending the overbreathing and thus preventing 
the onset of tetany. I believe it is by this means that many 
patients escape the acute, transitory attack of tetany only 
to suffer the more distressing consequences of chronic 
hyperventilation that are commonly camouflaged by a 
myriad of perplexing and misleading manifestations. 

Peripheral and perioral paresthesias are a hallmark 
of this syndrome and, together with the muscular features 
ranging from mild tremors to frank tetany, they result 
from local neurovascular alterations induced by the arte- 
rial carbon dioxide deficit. The blood calcium concen- 
tration has not been found to play a vital role in these 
phenomena. For reasons as yet unclear, these peripheral 
changes are occasionally asymmetrical and may even be 
unilateral.’ 

Patients usually manifest disordered breathing that 
varies from mild, frequent sighing to gross hyperventila- 
tion. This is generally evident to the observant examiner, 
but the subjects, paradoxically, are commonly unaware 
of their respiratory aberrations. Symptoms of breathless- 
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ness and other pulmonary difficulties are generally first 
noted by the patient during an exacerbation of the hy- 
perpneic state and only after he has become aware of 
alarming sensations referable to other systems. This is 
the basis for the patient’s common and misleading state- 
ment that his dyspnea and hyperpnea develop after, 
rather than before, the onset of the acute episodes. 

Symptoms referable to the cardiovascular system are 
by far the most prominent. It has long been accepted that 
acapnia, secondary to hyperventilation, simultaneously 
induces vasodilation through central inhibition of the 
vasomotor centers and vasoconstriction through direct 
action on the peripheral arteriolar wall. The overall cir- 
culatory effect has thus been considered to depend on the 
net result of these opposing changes.* More recently, 
evidence has been presented that suggests that acapnia 
characteristically causes a net response of vasodilatation 
and a drop in arterial blood pressure by direct action on 
the vascular wall and that the circulatory changes are 
not mediated through the vasomotor centers and nervous 
system, as has usually been supposed.’ This is not in 
keeping with my clinical experience. My patients have 
inconsistent blood pressure variations on overbreathing. 
In some patients the pressure rose; in others, it fell. In 
many it remained essentially unchanged. Although the 
relation of these alterations in vascular dynamics to myo- 
cardial function and coronary blood flow is not clear, 
electrocardiograms of normal subjects during hyperven- 
tilation show ectopic beats and abnormal S-T segments 
and T waves.’® Precordial pain, usually of a stabbing 
nature, is another common symptom. It has been cor- 
related at various times with the onset of arrhythmias," 
diaphragmatic spasm,’* and, on occasion, gaseous dis- 
tention of the stomach with pressure on the left side of 
the diaphragm. A more prolonged, dull, aching chest 
discomfort sometimes is present and appears related to 
persistent intercostal muscle spasm. Several of our pa- 
tients have shown areas of spastic myalgia. 

Gastrointestinal complaints are common but seldom 
prominent. Usually some oral dryness is present, and a 
globus-hystericus-like lump or tightness in the throat is 
mentioned frequently. Bloating, belching, and flatulence 
comprise a characteristic triad and result from the aero- 
phagia generally attending this syndrome. An exagger- 
ated tympanitic note is often elicited on percussion over 
the left upper quadrant of the abdomen. 

Psychic features of varying nature and degree are the 
tule but may be masked. Anxiety, tension, and appre- 
hension are usually evident, but in some hysterical sub- 
jects they may be concealed behind an inappropriate 
facade of apparent calmness. A release of emotionally 
charged material during or at the termination of the more 
acute episodes of hyperventilation often provides the 
patient with symptomatic relief, and the physician gains 
pertinent information he might otherwise not easily ob- 
tain. Certain general complaints such as weakness, easy 
fatigability, and chronic exhaustion are common and 
presumably result from the wasteful consumption of 
energy by the chronic hyperpnea and associated tension 
and anxiety. 
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The presenting complaints and clinical manifestations 
of the hyperventilation syndrome are many and varied 
and may implicate any and all body systems. In illustra- 
tion, I present a few selected case summaries. 


REPORT OF CASES 


Case 1.—A 47-year-old housewife entered the hospital with a 
seven years’ history of coronary heart disease and severe angina 
pectoris. She used excessive amounts of glyceryl trinitrate (nitro- 
glycerin) daily, claimed to be completely dependent on an oxygen 
inhalation apparatus in her home, and apparently required 
supplementary narcotics for her more severe attacks. Cardio- 
vascular examination was relatively unrevealing, and electro- 
cardiographic studies were inconclusive. Superimposed on her 
constant symptoms she had recurring acute episodes that often 
developed at rest and, when associated with exertion, generally 
began after rather than during effort. With the more acute epi- 
sodes she experienced tightness and tingling about the mouth 
and left hand and, in the later stages, bloating, belching, and 
flatulence. She was apprehensively aware of each heartbeat, de- 
scribed her chest pain as knife-like stabs, and was obviously 
overbreathing and swallowing air. Voluntary hyperventilation 


PRECIPITATING PROCESS 


MA 








SYMPTOMS 


Fig. 1.—Chart illustrating the cyclic pattern of hyperventilation. 


for two and one-half minutes induced a characteristic attack, 
which was quickly terminated by having her rebreathe from a 
paper bag. 

CasE 2.—A 44-year-old superintendent of schools was seen 
in the office in regard to rheumatic heart disease of more than 
20 years’ duration. He had been asymptomatic until eight years 
before, when a chronic pattern of shortness of breath had de- 
veloped with palpitations, constant heavy precordial ache, inter- 
mittent stabbing chest pains, and upper abdominal distress 
featuring the bloating, belching, and flatulence triad. His chronic 
course had been punctuated every few months by more acute 
episodes, which generally started during the evening and slowly 
progressed until about 2 a. m., when a peak would be reached 
with the patient completely exhausted and excessively appre- 
hensive. The family physician would be frantically summoned, 
and an emergency trip to the hospital usually followed. Several 
days would be spent recovering from the “heart attack.” Direct 
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questioning disclosed that paresthesias and other hyperventilation 
features were unmistakably present during these acute attacks 
and at various times between them. 


On examination there was evidence of both mitral stenosis 
and aortic regurgitation but nothing to indicate cardiac decom- 
pensation or coronary insufficiency. At 11:20 p. m. the day of 
his initial visit to my office, the patient telephoned me at home 
to announce apprehensively that one of his attacks was under- 
way. As there had been no discussion of the probable nature of 
his symptoms, this seemed a good opportunity to test the efficacy 
of the paper bag technique away from the protective environ- 
ment of the physician’s office. Accordingly, he was requested to 
obtain a suitable paper bag from room service, was instructed 
in its application, and asked to telephone back should this 
measure prove ineffective. I heard nothing further from him 
until he arrived at the office the following morning in exuberant 
spirits, although a little confused by what had happened to him. 
He could recall nothing after 11:40 p. m. the previous night and 
presumed he must have fallen off to sleep while rebreathing from 
the paper bag. He commented spontaneously on his unusual 
sense of well-being on awakening—a striking contrast from his 
status the morning after all his prior attacks. Another charac- 
teristic episode was precipitated in the office after two minutes 
of voluntary overbreathing and again terminated with a paper 
bag. 

CasE 3.—A 25-year-old unmarried woman was admitted to 
the hospital with a three weeks’-history of diffuse musculo- 
skeletal pain and stiffness, palpitations, and shortness of breath. 
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RT =Respiratory Tract 
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CV =Cardiovascular 
GI =Gastro-intestinal 
CNS =Central Nervous System 


Fig. 2.—Analysis of instances of the hyperventilation syndrome. 


The referring physician had considered acute rheumatic fever 
or poliomyelitis as likely diagnostic possibilities. The patient was 
a diabetic of 18 years’ duration, and detailed information on her 
past history was available from our department of pediatrics. 
Investigation in the hospital showed no evidence of poliomyelitis, 
rheumatic fever, or arthritis, but did demonstrate diffuse mus- 
cular spasticity, moderately uncontrolled diabetes, and:a peculiar 
indifference to her apparent illness. The atypical manifestations 
and her inappropriate emotional state raised the question of a 
psychogenic process, and subsequent survey of her past records 
confirmed a propensity for such disorders. Recurring, acute epi- 
sodes of muscular tightness and twitching associated with periph- 
eral paresthesias were superimposed on her generalized spastic 
state. She demonstrated frequent sighing respirations and ap- 
peared moderately breathless most of the time. A subacute or 
early chronic hyperventilation syndrome was suspected, and the 
patient was requested to overbreathe. A typical exacerbation of 
her symptoms, with a mild degree of tetany, was precipitated in 
about three minutes. Use of the paper bag technique quickly 
ended the episode. 

Case 4.—A 35-year-old Roman Catholic priest was admitted 
to the hospital with a six years’ history of chronic, recurring 
faintness, headache, blurred vision, unsteadiness, atypical 
dysphagia, and dyspepsia. In addition to this chronic picture 
were acute “spells” featuring a more severe headache, a “film” 
over his eyes, dulling of his conscious awareness, a peculiar 
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“powerlessness” of his limbs, palpitations with precordial prick- 
ing pains, tightness of his muscles, and peripheral paresthesias, 
A previous physician, apparently suspicious of an intracranial 
process, had investigated the patient neurologically with negative 
findings except for some minor electroencephalographic ab- 
normalities. On this tenuous basis anticonvulsant therapy had 
been instituted without benefit. Another physician had raised 
the question of an “allergic condition,” and considerable time 
had been spent evaluating this possibility, again without bene 
ficial results. On reviewing the patient’s story and reassembling 
the symptoms in a more coherent fashion, the likelihood of a 
chronic hyperventilation syndrome became apparent. One and 
one-half minutes of overbreathing reproduced a typical “spell” 
that was rapidly terminated with the use of the paper bag tech- 
nique. 


The dramatic reduplication and termination of the 
typical, frightening attacks evoked, from each of these 
subjects, an impressive emotional reaction accompanied 
by the disclosure of information bearing importantly on 
pertinent disturbing life situations. Most patients demon- 
strated such an emotional catharsis and seemed to obtain 
remarkable symptomatic relief from these experiences. 
This improvement was routinely reenforced and aug- 
mented by suitable discussion, explanation, and re- 
assurance. 

The patient reported on in case 1 has been completely 
asymptomatic for 16 months, does her own housework 
unaided, and, in general, is leading a normal life for the 
first time in seven years. The patient reported on in case 
2 has been back at full-time work for the past nine 
months without a recurrence of the attacks that had 
plagued him the previous eight years. The patient re- 
ported on in case 3 has been symptom-free for about 
two years, and her previously labile diabetes remains 
well controlled. The patient mentioned in case 4 has been 
busily attending to his new parish for the past 10 months 
and is without significant complaints. During a recent 
office visit for reevaluation purposes, he mentioned that 
when his work load is unduly heavy and he feels more 
tense than usual, short periods of rebreathing from the 
paper bag will provide marked relief and relaxation. This 
regimen, which he has developed on his own accord, 
apparently serves a prophylactic purpose and prevents 
recurrences of the hyperventilation attacks. I have re- 
cently been informed that a similar routine has proved 
eminently successful for a large number of such patients 
under the care of one of our prominent Iowa internists.” 


To supplement the pictures drawn by these case sum- 
maries, I have analyzed the general characteristics of 50 
subjects (fig. 2). These subjects were separated into three 
etiological groups. To avoid possible misinterpretation, 
these etiological terms should be defined. Their conno- 
tation here is as follows: a psychic cause refers to an ill- 
ness arising in its entirety from psychological forces; a 
somatic cause signifies an illness that has resulted from 
organic factors alone; and a mixed cause pertains to an 
illness produced by the conjoint action of both the fore- 
going causal processes.'* 

Almost 60% of the patients had a psychic basis to 
their illness, while organic factors alone played a causal 
role in less than 5%. The remainder (38% ) had ill- 
nesses with both factors operating. They presented more 
perplexing clinical patterns as a result of the devious 
interplay of the dual mechanisms. The patient group con- 
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tained a preponderance of women in a ratio of nearly 
four to one. The incidence of men was relatively greatest 
in mixed category. There has continued to be a predom- 
jnance of women among the additional patients seen 
since this analysis was completed. I suspect an evaluation 
of a larger group in the future will provide statistical con- 
firmation of this apparent difference in sex incidence. 

The presenting features of more than 50% of the sub- 
jects referred to the cardiovascular system. The signs 
and symptoms of the remainder implicated most other 
body systems with neurological and musculoskeletal 
syndromes predominating. Almost without exception 
these cases had been erroneously diagnosed and the pa- 
tients had been unsuccessfully treated by their home phy- 
sicians, often for lengthy periods of time. 

The original diagnoses included cardiovascular 
disturbances (coronary, rheumatic, hypertensive, and 
congenital heart disease, acute rheumatic fever, cor pul- 
monale, and paroxysmal auricular tachycardia) ; respir- 
atory disturbances (asthma, emphysema, and “respira- 
tory tract infection”); neurological disorders (epilepsy, 
brain tumor, poliomyelitis, and cerebrovascular acci- 
dent); psychic disorders (“nerves,” “functional dis- 
orders,” and hyperventilation syndrome [one patient] ); 
gastrointestinal upsets (cardiospasm, peptic ulcer, chole- 
cystitis, and cholelithiasis); musculoskeletal diseases 
(rheumatoid myositis [fibrositis], myositis, and arthritis); 
endocrine disturbances (islet cell tumor of pancreas, 
pheochromocytoma, hyperthyroidism, hypothyroidism, 
insulin reactions, and “glands”); and “allergic condi- 
tion.” When one views the veritable medical panorama 
that can be simulated by these variegated patterns, the 
fact that a hyperventilation mechanism was considered 
prior to admission in but 1 of the 50 cases is more 
understandable. 

COMMENT 

Misconceptions about the prevalence, nature, and 
characteristics of the hyperventilation syndrome persist. 
The acute attack of dramatic overbreathing that clas- 
sically culminates in overt tetany provides few diagnostic 
difficulties. Such episodes of tetany caused by hyper- 
ventilation, however, are too often regarded as synony- 
mous with and typical of the hyperventilation syndrome. 
The more frequent chronic patterns with their insidious 
onset and diverse disguises thus continue to escape de- 
tection. Diagnostic and therapeutic errors are the in- 
evitable result. 

In some patients hyperventilation is patently obvious. 
Many, however, exhibit vague nonspecific complaints 
that wander over an ill-defined course without obvious 
progression or localization. Initially their stories do not 
suggest one of the common hyperventilation complexes; 
telltale acute exacerbations are not clearly recognized. 
Perhaps they may not be mentioned at all. Still others, 
whose syndromes spring from mixed causes, present a 
baffling picture that is doubly difficult to recognize. Such 
problems demand a high index of suspicion and skillful 
probing to elicit the clarifying clues. Unfortunately, the 
nebulous label of neurosis is affixed too often and too 
easily, and the recipients are relegated to the diagnostic 
and therapeutic discard file. Conversely, and with par- 
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ticular reference to the mixed cases, a common error is 
to blame the organic process for the total illness. The ad- 
verse effect of such medical action is exemplified by the 
patient described in case 2, who suffered unnecessarily 
for eight long years with a supposed deteriorating cardiac 
condition. 

A review of the mixed syndromes reveals that, in each 
instance, the hyperventilation symptoms had been seen 
subsequent to, although not necessarily consequent on, 
the organic disease. Alarming symptoms had quickly led 
the patient to the physician, who erroneously attributed 
them to the organic lesions. As a rule, the patient had 
then become very apprehensive and his symptoms, in 
turn, progressively worse. Thus we have a vicious cycle 
with an iatrogenic impetus! This sequence of events has 
potentially serious consequences for certain subjects, 
such as those with coronary artery disease. A correct 
analysis of the problem, with the proper evaluation and 
treatment of each causal component, is not only neces- 
sary, but vital. 

In contrast to the organic processes with which they 
may be confused, acute attacks of psychogenic hyper- 
ventilation tend to occur when the patient is at rest. 
They are particularly prevalent when the patient is just 
falling asleep or awakening. At times they are correlated 
with exertion, but careful questioning will usually dis- 
close an onset after effort, not during it. The patients re- 
ported on in cases 1 and 2 exhibited this pattern. 

When clinical suspicion has been aroused, diagnostic 
confirmation is obtained by reproducing an acute ex- 
acerbation of the patient’s syndrome by voluntary over- 
breathing for a few minutes. Typically, the symptoms 
begin within the first 60 seconds, the period when most 
of the carbon dioxide loss is achieved.* The full attack, 
however, usually requires additional hyperventilation, 
but this rarely exceeds three minutes. After a character- 
istic attack has been reduplicated, the patient is given a 
paper bag to hold firmly over his nose and mouth and 
asked to breathe slowly from it. The bag should fill and 
empty with the respirations when it is properly placed. 
The carbon dioxide level rises, and the symptoms abate 
within 30 to 60 seconds. The patient is told to stop when 
he feels comfortable and generally does so after a total 
period of two to three minutes. 


Frequently, certain features of the spontaneous syn- 
drome fail to appear and only a partial pattern is pre- 
cipitated. I believe that this absent component arises 
from a secondary (psychic or neuroendocrine) response 
to the alarming changes produced by the carbon dioxide 
deficit (fig. 1). In support of this belief, the missing 
manifestations, and thus the total typical attack, have 
been reduplicated successfully by setting the psycho- 
logical stage of a recent episode and then repeating the 
voluntary hyperventilation. This maneuver has been ef- 
fective to date. It apparently operates by restoring the 
familiar milieu and emotional climate of the spontaneous 
attacks and, simultaneously, removing the reassuring 
aura of the physician’s office. As a result, the patient re- 
acts to the sequelae of acapnia much as he does at home, 
where there is no protective physician to lessen the ap- 
prehension and its physiological concomitants. 
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The mode of breathing is an important part of the 
diagnostic procedure. Respiration must be full and deep 
with emphasis on the expiratory phase, and the rate 
should be about twice that of the normal. Certain sub- 
jects splint their lower thoraces and diaphragms, al- 
though they use their accessory respiratory muscles and 
seem to be breathing vigorously. The net result, however, 
is an inadequate gaseous exchange. The physician can 
rectify this by reenforcing expiration with the palm of his 
hand over the lower anterior portion of the chest. Proper 
respiratory flow should be assured for at least three min- 
utes before a diagnostic test is considered negative. 

In attempting to portray the various clinical pictures, 
I have emphasized certain characteristics. The recurring 
acute attacks that customarily punctuate the chronic pat- 
terns and the propensity for subtle simulation of grave 
organic disease are noteworthy. These and other features 
are of variable prominence and occupy only the fore- 
ground; they must be viewed against the broad back- 
drop of the total chronic complex if we are to obtain a 
realistic perspective. In common with many other dis- 
orders, a high index of suspicion is the main diagnostic 
requirement. Expensive and time-consuming laboratory 
procedures are unnecessary. The physician will detect 
these syndromes frequently and with ease when he is 
familiar with the total picture and is willing to sit down 
with the patient and take a thorough history. 


THERAPY 


The therapeutic approach varies with the nature of the 
etiological factors. Treatment of the organic factors will 
control appropriate cases. Subjects with mixed causal 
mechanisms present diagnostic rather than therapeutic 
problems. Again, measures must be directed effectively 
toward the organic component but, at the same time, 
suitable psychotherapy is indicated. As this same pro- 
gram is used for patients with an uncomplicated psycho- 
genic cause, the discussion to follow applies equally well 
to both groups. 

The reduplication of the characteristic symptom com- 
plex by means of voluntary hyperventilation is the first 
important step. To the patient this is both alarming and 
impressive, and its dramatic termination with the paper 
bag is proportionately reassuring. The accompanying 
emotional catharsis generally provides symptomatic re- 
lief and usually furnishes the physician with additional 
insight into pertinent personal problems. This experience 
greatly enhances the potent physician-patient relation- 
ship. Moreover, it demonstrates to the patient the reality 
of his complaints, yet serves to convince him of their psy- 
chic origin. Suitable explanation and reassurance enable 
him to appreciate the benign nature of his trouble. This 
helps dissolve his fears of grave organic disease and en- 
courages his consideration of the underlying emotional 
difficulties. The average physician is quite capable of 
exploring and discussing most of these problems with- 
out exceeding his therapeutic range.**” 

This simple and direct program has been surprisingly 
effective. Approximately 70% of the patients have re- 
acted like those whose case summaries were presented; 
about 20% achieved partial and/or temporary improve- 
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ment; and the remaining 10%, mainly persons with 
strong depressive or hysterical features, were aided little 
or not at all. 

Enduring benefit is not anticipated generally when 
therapy concentrates on the symptoms more than their 
causes. Possibly the causal factors had subsided in some 
instances, leaving a self-perpetuating hyperventilation 
cycle that could be broken by this approach. Other cases 
may have been set off by minor problems that were easily 
handled when the more distressing sequelae were abol- 
ished. Nevertheless, many patients had basic difficulties 
that were not capable of such simple solution, yet they 
have maintained their initial improvement. The emo- 
tional responses of these patients indicate the mobiliza- 
tion of deep-seated drives and feelings. These dynamic 
forces are catalyzed, for good or ill, by the quality of the 
physician-patient relationship; and the potency of this 
rapport is tremendously enhanced by the dramatic “cure” 
of the hyperventilation manifestations. It is by such 
means, and despite his incomplete understanding of all 
that is going on below the surface, that the average phy- 
sician is able to achieve remarkable results with his 
“superficial” therapeutic maneuvers.'*” 


SUMMARY 

Hyperventilation syndromes are common. Generally, 
they have a chronic course that features recurring acute 
exacerbations. An analysis of 50 consecutive cases em- 
phasizes the tendency of the symptoms to simulate grave 
organic disease. The syndrome is caused by organic or 
psychogenic factors or combinations of both. 

The initial pathogenic step is prolonged overbreathing. 
The resultant carbon dioxide deficiency induces wide- 
spread biochemical, neurovascular, and neuromuscular 
changes. In turn, these evoke a psychic response of ap- 
prehension that accentuates and perpetuates the hyper- 
ventilation. This response tends to establish a chronic 
cyclic process. 

The patient’s complaints implicate the cardiovascular 
system mostoften. Neurological, musculoskeletal, gastro- 
intestinal, respiratory, and psychiatric symptom com- 
plexes are less frequently encountered. Peripheral pares- 
thesias are the most consistent symptoms, and disordered 
breathing is the commonest sign. These are, however, 
seldom prominent features. A high index of suspicion is 
necessary to detect the subtle diagnostic clues. 

Diagnosis is confirmed by inducing an acute exacerba- 
tion of the typical syndrome with a few minutes of volun- 
tary overbreathing. The attack is ended by a similar 
period of rebreathing from a paper bag. Treatment begins 
with these procedures. The dramatic reduplication and 
resolution of the attack enhances the important physi- 
cian-patient relationship. They help the patient under- 
stand the nature of his illness. They give him an effective 
method for controlling any future attacks. Concurrent or- 
ganic disease is seen in its proper perspective and handled 
accordingly. Appropriate explanation and reassurance 
reenforces these measures. Often this is all that is neces- 
sary to restore the patient to his previous state of good 
health. In any event, the way is paved for additional 
therapeutic maneuvers. 


1525 E. Court St. 
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KERNICTERUS 


MANAGEMENT OF ERYTHROBLASTOSIS FETALIS ACCORDING TO CURRENT KNOWLEDGE 


Fred H. Allen Jr., M.D. 


and 


Louis K. Diamond, M.D., Boston 


Erythroblastosis fetalis is an important cause of fetal 
death and of cerebral palsy. As long as the baby is in the 
yterus, anemia is the serious threat to life, but after birth 
jaundice is the important cause of death or of crippling. 
Jaundice can be controlled and brain damage can be pre- 
vented by exchange transfusions given early and repeated 
if necessary. Babies who do not become too anemic in 
utero should now recover in all cases if proper treatment 
is given. The important problem remaining to be solved 
is that of intrauterine death caused by failure of the fetal 
hematopoietic system to keep up with the abnormally 
rapid destruction of red blood cells. 

The fundamental cause of erythroblastosis fetalis is 
incompatibility between fetus and mother with respect to 
one of the blood group factors (the Rh factor in the 
typical case). When the mother lacks a blood factor that 
is present in the red blood cells of her fetus, she may 
become sensitized to it and produce antibodies against 
i, By pregnancy, the Rh factor so sensitizes 5 to 10% 
of Rh-negative women. The antibodies diffuse readily 
through the placenta into the fetal circulation and attack 
the blood factor that is present in the fetal red blood cells. 
This alters the fetal red blood cells in some way and re- 
sults in their having a much decreased life span. To com- 
pensate for the short survival of its erythrocytes; the fetus 
makes new ones much more rapidly than normal and 
usually is able to maintain a satisfactory concentration 
of hemoglobin in its circulation and to grow and develop 
normally. If the fetus fails to maintain an adequate con- 
centration of hemoglobin, it dies in utero. 

Accurate information regarding the actual mecha- 
nisms that result in intrauterine death and hydrops is 
quite fragmentary, and the lack of detailed information 
isa great handicap in the search for a method of prevent- 
ing stillbirth. It appears unlikely that the antibody itself 
has any direct effect on any tissue other than the fetal 
ted blood cells, but even this is not known for certain. 
The rapid destruction of fetal erythrocytes results in the 
production of large amounts of the pigment bilirubin, 
which is presumably transferred through the placenta 
and excreted by the mother. Whether there are other 
by-products of red blood cell destruction that could be 
considered toxic to the fetus is not known. 

When the baby is born, anemia is not an important 
problem except in a few cases, but, because red blood 
cells are still being destroyed rapidly and much bilirubin 
is being liberated into the circulation, the elimination of 
bilirubin immediately becomes a grave problem. Even 
the normal newborn infant shows little or no ability to 
dispose of bilirubin for the first day or two of life in most 
cases, and this is markedly accentuated in the premature 
infant. Figure 1 shows the average values for serum bili- 
tubin at various ages in three groups of newborn babies. 
Normal mature infants average about 2 mg. per 100 ml. 


at birth, about 6 mg. at 24 hours, and about 7 mg. at 
48 hours. After the infant is 2 days of age, bilirubin con- 
centration generally decreases in mature infants. The 
maximum levels reached in these normal babies ranged 
from 3 to 13 mg. per 100 ml. In the premature infants, 
the initial level was somewhat lower than in the mature; 
the rise in the first day or so was scarcely different from 
the mature infants, but continued for four days rather 
than for only two. The maximum recorded values ranged 
from none in one baby to 27 mg. per 100 ml. in another. 
These were normal premature infants. About 10% of the 
normal infants, including premature ones, had no signif- 
icant rise in their serum bilirubin during the first week of 
life. These data were collected by Hsia,’ mostly at the 
Beth Israel Hospital, Boston. The babies with erythro- 
blastosis had higher levels than the others at birth, and 
the levels rose much more rapidly, as would be expected 
from the knowledge that the red blood cells are being 
destroyed so rapidly. It is worthy of attention, however, 
that in this group of erythoblastotic babies, all of whom 
were considered to have disease severe enough to make 
exchange transfusion desirable and were so treated, the 
average age at which the serum bilirubin level began to 
fall was well under the age at which this happens in nor- 
mal babies. These data suggest that babies with erythro- 
blastosis have no functional liver damage at birth in the 
average case. They suggest also the possibility that ex- 
change transfusion may supply some factor, perhaps an 
enzyme, that promotes the excretion of bilirubin. Much 
remains to be learned about the metabolism of bilirubin 
before it can be explained why most newborn infants fail 
to excrete bilirubin well or why some normal babies, as 
well as some erythroblastotic babies, dispose of bilirubin 
with no difficulty at all from the moment of birth. 


During the first two days of neonatal life in the baby 
with erythroblastosis, relatively enormous amounts of 
bilirubin may accumulate in the circulation, amounts far 
greater than seen in any other clinical condition, even 
complete obliteration of the bile ducts. Bilirubin in high 
concentrations may damage the brain and produce the 
condition called kernicterus, which usually results in the 
immediate death of the baby. About a quarter of the ba- 
bies with this type of brain injury do not die from it, but 
they survive with permanent neurological damage mani- 
fested by peripheral motor palsies and usually some 
cranial nerve palsies. Between 5 and 10% of cases of 
cerebral palsy are caused by kernicterus. The only state- 





From the Department of Pediatrics, Harvard Medical School, the 
Children’s Medical Center, the Boston Lying-in Hospital, and the Blood 
Grouping Laboratory of Boston. 

Read at the Seventh Clinical Meeting of the American Medical 
Association, St. Louis, Dec. 2, 1953. 

The research work for this paper was supported in part by grant 
B-264 from the National Institutes of Health. 

1. Hsia, D. Y. Y.; Allen, F. H., Jr.; Diamond, L. K., and Gellis, 


S. S.: Serum Bilirubin Levels in the Newborn Infant, J. Pediat. 42: 277- 
285 (March) 1953. 








1210 KERNICTERUS—ALLEN AND DIAMOND 


ment in this paragraph that cannot be proved as fact is 
that bilirubin itself is the toxic agent that damages the 
brain. The relation of hyperbilirubinemia to kernicterus 
has been proved, and no other known substance can be 
definitely incriminated. It is believed, but not proved, 
that bilirubin in high enough concentration is toxic. 


Figure 2 shows the bilirubin levels in an erythroblas- 
totic baby who received no treatment of any kind. While 
the red blood cell count did not change, the concentration 


~ 
°o 


Erythrobl astosis 
(treated) Normal Premature 


Infant 


Normal Term 
Infant 


Total Serum Bilirubin-mg./100 ml. 


48 72 96 


Age - Hours 


Fig. 1.—Graph showing changes in serum bilirubin level, based on 
data from 24 normal term infants, 15 nonerythrobtastotic premature in- 
fants, and 12 erythroblastotic infants treated by exchange transfusion. 


of bilirubin increased rapidly, reaching 30 mg. per 100 
ml. by two days and 40 mg. before three days. Symptoms 
of brain damage appeared when the baby was 80 hours 
old, and death occurred about 6 hours later. Kernicterus 
was proved by autopsy. 


PREVENTION OF KERNICTERUS 

The prevention of kernicterus depends basically on 
the fact, demonstrated by Vaughan in 1949,* that the 
damage to the brain does not occur in utero or at birth but 
a day or more after the baby’s birth and that, therefore, 
there is time in which to do something. In 1950, it was 
shown that kernicterus was related to severe jaundice * 
and, in 1952, that kernicterus was related to high con- 
centrations of bilirubin.‘ Evidence that kernicterus had 
actually been prevented was published in 1950,° and 
table 1 shows even more convincingly that the prevention 
of kernicterus is a practical as well as theoretical possi- 
bility. These are data on all babies with erythroblastosis 
caused by Rh incompatibility who were born at the 
Richardson House of the Boston Lying-in Hospital in 
the eight and one-half year period ending June, 1953. 
The data were divided into four groups of about two 
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years each. In the first period, before exchange transfy. 
sions were being performed kernicterus developed in 6 of 
20 liveborn babies. In the second period, when 63% of 
the infants received exchange transfusion, kernicterys 
developed in 6 of 57 babies, Four of these had received 
an exchange transfusion, and two had not. In spite of the 
apparent improvement, the value of exchange transfusion 
could not be proved by statistical analysis at that time, 
It should be pointed out that the type of presentation of 
data illustrated by this table is simply a counting of 
noses, so to speak, and not a proper statistical analysis, 
since it fails to take into account variables other than the 
type of treatment. In erythroblastosis there are many im- 
portant variables. 

In the third period, multiple exchange transfusions 
were given to 22% of the babies, and 90% were given 
at least one exchange transfusion. Multiple transfusions 
were done with the deliberate intent of preventing ker- 
nicterus if possible according to a suggestion of Mollison, 
but during the early part of this period, the significance 
of jaundice was not appreciated and the multiple ex- 
change transfusions were done only in cases in which 
there was a history of kernicterus in a previous baby. 
Luckily, no kernicterus occurred, and we had for the first 
time a considerable series of infants without any kernic- 
terus. In the latter half of this third period, the impor- 
tance of jaundice was established, and the repeat ex- 
changes were then done only in babies who became quite 
jaundiced in spite of the initial exchange. At about this 
time, a careful statistical analysis * showed beyond doubt 
that exchange transfusions were responsible for the pre- 
vention of kernicterus. In the past two years, repre- 
sented by the last column, there have again been no cases 
of brain damage. During this most recent period, the indi- 
cation for a second or third exchange transfusion has 
been a high or rapidly rising bilirubin level. Having the 


45 





Bilirubin, mg./100 ml. 











DAYS 


Fig. 2.—Graph showing serum bilirubin levels in an untreated erythro- 
blastotic infant in whom signs of kernicterus developed at 80 hours. 
(From Hsia and others.*) 


serum bilirubin test available on short notice has allowed 
a more accurate appraisal of the infants and a somewhat 
larger percentage of infants in whom no treatment was 
thought necessary and who did well without treatment. 
In the last 125 cases of this series there was no ker- 
nicterus, the last one being in July, 1948, in a baby who 
unfortunately did not receive exchange transfusion. Fol- 
low-up has been close, and no brain damage has been 
disclosed by later examinations. The average intelligenc¢ 








Ns 
en 
ns 
er- 
on, 
ice 


ich 
by. 
irst 
ic- 
Or- 


lite 
his 
ubt 
re- 
re- 
ses 
di- 
has 
the 


hro- 





Vol. 155, No. 14 


quotient has been the same in the babies treated as in their 
normal older siblings who did not have erythroblastosis.* 
We have no doubt that second, and sometimes third, ex- 
change transfusions are necessary in order to control 
the bilirubin level and to prevent kernicterus in infants 
in whom a single exchange transfusion is not sufficient. 


REDUCTION OF MORTALITY 

These data show also a considerable reduction in 
mortality as treatment improved. The figures are even 
more convincing if the infants with severe hydrops who 
never establish respirations are not counted as failures 
of treatment. There was one of these infants in the first 
period, two in the second, three in the third, and one in 
the fourth. None of these babies really breathed after 
birth, though most of them had irregular gasping for a 
time. Exchange transfusion was done in a few of them, 
without noticeable improvement in their condition. If the 
cases of typical hydrops are excluded, the gross mortality 
has been reduced from 15% in the first two periods, ex- 
clusive of the deaths from kernicterus, to less than 2% 
in the last four years. The frequency of stillbirth, on the 
other hand, has shown a slight but steady increase from 
year to year, which would indicate that we have not been 
dealing with milder cases. 

The principal factor in the reduction of mortality 
(aside from kernicterus) has been the realization that 
many of the sickest babies have congestive heart failure 
or are on the verge of it, as noted first by Mollison in 
1949.° The only treatment for congestive heart failure 
that has been used in this series of babies has been the 
reduction of blood volume during the course of exchange 
transfusion. More blood is removed than is given to the 
baby, the amount of the deficit being determined by the 
response of the venous blood pressure measured directly 
at frequent intervals by raising the catheter vertically 
from the surface of the abdomen just above the umbil- 
icus.* In a baby whose initial venous pressure is high, the 
attempt is made to lower it to 70 or 80 mm. of blood and 
to keep it there. If the initial venous blood pressure is 60 
mm.-or less, blood removed from the baby is replaced 
with equal quantities of donor blood. The almost im- 
mediate improvement with this procedure in certain des- 
perately sick infants has been most gratifying. Prior to 
the middle of 1949, it had been routine to give more 
blood than was withdrawn, especially in the case of a very 
sick baby, the amount of the excess usually being about 
id cc. per pound of the baby’s weight. It is clear in retro- 
spect that the death of some of the sickest babies in the 
earlier days resulted from ignorance of the role of con- 
gestive failure and a policy of treatment that may have 
precipitated heart failure in some and inadequately re- 
lieved heart failure in others. We still believe that blood 
from women donors is superior to blood from men for 
purposes of exchange transfusion, though what the dif- 
ference may be is still as much a mystery as it was in 1949. 
We use women donors whenever possible; more than 
80% of the donors in this series, since July, 1949, were 
women. 


PRENATAL TREATMENT 

In spite of a great deal of investigative effort in a num- 
ber of centers, there is still no agent of value in the pre- 
natal treatment of erythroblastosis fetalis. The steroid 
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hormones, corticotropin (ACTH), and cortisone, are the 
most recent drugs to have failed. Early delivery ‘in se- 
lected cases is the only way in which stillbirth that would 
otherwise occur later in pregnancy can be avoided. Un- 
fortunately, the severity of erythroblastosis is so variable 
that it cannot be predicted with accuracy whether a par- 
ticular baby will be stillborn or not. If a baby is delivered 
alive, it is impossible to say with accuracy that it would 
have been stillborn had pregnancy been allowed to con- 
tinue. Furthermore, prematurity adds a considerable risk 
for the baby. Early delivery is thus an unsatisfactory 
expedient, at best, in the prevention of stillbirth, partic- 
ularly because many erythroblastotic babies die in utero 
before they have attained a gestational age of 35 weeks. 
It is reasonable to hope, however, that a method of treat- 
ment will be developed that will ameliorate the disease 
in the unborn infant. Until such time, delivery somewhat 
before term in selected cases is rational. Stillbirth is com- 
monest when the mother is highly sensitized (anti-Rh 
titer 1:64 or higher) and delivery after 36 to 37 weeks 
of gestation may be considered in such cases, if the hus- 


TABLE 1.—Results of Improving Therapy in Erythroblastosis 
Fetalis in Richardson House, Boston* 


1/1/45 11/1/46 4/1/49 7/1/51 
to to to to 
10/31/46 3/31/49 6/30/51 6/30/53 
DD sassvensiindnnnnnne 4 (17%) 11 (16%) 17 (20%) 16 (25%) 
Liveborn—treatment 
Exchange transfusion.... 0 36 (63%) 61 (90%) 38 (79%) 


Multiple exchange trans- 


BEN padietauecGeads és 0 15 (22%) 9 (19%) 
Female blood donor...... .. 19% 83% 82% 
Gestation less than 38 

i wanbescedimasbexs 70% 46% 19% 29% 


Liveborn—outcome 


Recovered, no sequelae... 10 (50%) 41 (72%) 64 (94%) 46 (96%) 
ID i cnmewtsinicns 6 (30%) 6 (10.5%) 0 0 
Death without kernicterus 
Typical hydrops........ 1 (5%) 2 (3.5%) 3 (4.5%) 1 (2%) 
Other deaths............ 3 (15%) 8 (14%) 1 (1.5%) 1 (2%) 





* % of stillbirths are based on entire group; all others are based only 
on number of liveborn infants. 


band is homozygous Rh-positive and the woman in an 
obstetric condition favorable for induction of labor. A 
history of a previous,- mildly affected erythroblastotic 
baby is a contraindication to delivery before about 38 
weeks, since the prognosis is much better in such cases. 
Early induction of labor is contraindicated when there 
are already two or more healthy children in the family 
or when the husband is known to be heterozygous for the 
Rh factor. Cesarean section is contraindicated except in 
the most desperate situations. 


OTHER BLOOD FACTORS 
Erythroblastosis fetalis caused by blood group factors 

other than Rh is now recognized to be quite common, 

though much less severe on the average than in the cases 
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caused by Rh incompatibility. There are about 15 dif- 
ferent blood group factors, shown in table 2, that may 
cause erythroblastosis. Next to the Rh factor in impor- 
tance, and probably first in frequency, are the factors 
A and B that determine the four major blood groups. 
All other factors are uncommon or rare causes of eryth- 
roblastosis, though all have been incriminated in specific 
cases at one time or another. Since brain damage is al- 
ways a threat in erythroblastosis, no matter which blood 
factor is involved, early diagnosis is of great importance 
so that exchange transfusion may be given before jaun- 
dice becomes too great. If the disease is caused by Rh 
incompatibility, its probable occurrence can be predicted 
before birth by demonstrating anti-Rh antibodies in the 
blood of the Rh-negative mother, and this highly valu- 
able test should be done routinely in the case of Rh- 
negative women. Otherwise, the disease is not generally 
predictable before birth by methods presently available, 
and early diagnosis depends on careful observation of all 
newborn babies. Nurses must be taught that any baby 
may have erythroblastosis, so far as anyone knows in 
advance, whether or not the mother is Rh negative; that 
jaundice of the skin and scleras is not present at the time 


TaBLE 2.—Blood Group Antigens That May Cause 
Erythroblastosis Fetalis* 


Factor Family 
AB A-B-O 
D (= “Rh” ) 
ccre Rh 
Ee 
Kk Kell 
M 
7. } M-N-S 
Jk* Kidd 
Fy* Duffy 


* There are three other “families” of blood group antigens—P, Lewis, 
and Lutheran—that do not cause erythroblastosis. 


of birth and its absence then does not preclude the pos- 
sibility of erythroblastosis; that jaundice in the first day 
of life is always abnormal, means almost always that the 
baby has erythroblastosis and should be reported imme- 
diately and investigated immediately; that jaundice will 
not be detected in the first few hours of life unless it is 
looked for specifically, in a good light, with exposure of 
at least the head and chest of the infant; and that brain 
damage is caused by severe jaundice and is preventable 
by early exchange transfusion. 


DIAGNOSIS 

Once the diagnosis of erythroblastosis is suspected, 
the practical management, so far as laboratory tests are 
concerned, is quite simple. A positive Coombs test done 
on the red blood cells of the baby automatically estab- 
lishes the diagnosis of erythroblastosis. Cord blood from 
the placenta is as good as blood obtained from a heel 
puncture. If the result of the Coombs test is positive in 
an infant in whom there is no Rh incompatibility, the 
most likely explanation is one of the other antigens in 
the Rh family or the independently inherited Kell factor 
(K). Cases in which other antigens are involved are rare. 
There is a large group of cases of erythroblastosis how- 
ever in which the diagnosis is made somewhat difficult 
by the fact that the result of the Coombs test is invari- 
ably very weak or negative. These are the cases caused by 
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anti-A or anti-B. Diagnosis in these cases is first sug. 
gested by the appearance of jaundice within the first 24 
hours of life and is confirmed for practical purposes by 
the finding of an abnormally high bilirubin level—above 
10 mg. per 100 ml. in the first 24 hours and above 15 
mg. in the second day—and the demonstration that the 
infant’s blood group is incompatible with that of the 
mother. Most commonly, the baby’s blood is group A, 
the mother’s group O. 


CROSS MATCHING 


Once the diagnosis is established, compatible blood 
can be selected with the aid of the Coombs test and by 
using the mother’s serum for the cross match with the 
donor’s red blood cells. The mother’s serum is far prefer- 
able to that of the infant for purposes of the cross match, 
since antibody that could be present in the serum of the 
baby is also present in the serum of the mother, usually 
in much greater concentration, and there is frequently 
little or no detectable antibody in the baby’s serum. In 
cases in which erythroblastosis is expected before the 
baby is born, which should include all cases caused by 
Rh incompatibility, a compatible donor can be selected 
and cross matched with the mother’s serum before the 
baby is born. In any event, the blood that is to be used 
for the baby must be blood that could be given to the 
mother. This method of donor selection insures that the 
blood given to the baby is “negative” with respect to the 
maternal antibody (i. e., lacks the factor that the mater- 
nal antibody can attack) regardless of what that antibody 
may be and that it will have a normal survival time in the 
baby. It goes without saying that the donor should be of 
a blood group that is compatible with the baby too, and 
group O is always safe. The cross match should be done 
by the indirect Coombs test method because the ma- 
ternal antibody often is of the type that does not agglu- 
tinate but nevertheless coats the donor cells. If mother 
and baby are both Rh positive, Rh-positive donors 
should be tested. It would be rare that a compatible donor 
could not be found if as many as 10 apparently suitable 
donors were cross matched. Obviously, the baby’s father 
would never be a suitable donor, and his relatives would 
be less likely to be suitable than those of the mother. If 
no other compatible donor can be found, the mother may 
be used as the donor for an exchange transfusion, even 
though the introduction of her antibodies might prolong 
the subsequent period of relative anemia that is so com- 
mon in erythroblastotic babies. If the mother’s blood 
must be used, her plasma should be replaced if possible 
with plasma from a person of group AB. Sedimented cells 
alone should not be used. 


INDICATIONS FOR EXCHANGE TRANSFUSION 


Immediate exchange transfusion is recommended for 
the erythroblastotic infant whenever there is clinical evi- 
dence of disease at the time of birth, as manifested by 
enlargement of the spleen and liver or by anemia, or when 
there is a history of severe disease or of kernicterus in 4 
previous baby. A hemoglobin value of less than 15 gm. 
in cord blood is an indication of anemia. In general, pre- 
mature erythroblastotic infants should be given an im- 
mediate exchange transfusion because of the marked 
tendency for premature infants to become severely 
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jaundiced. Also, generally, a high maternal titer of anti- 
Rh (1:64 or higher) should be an indication for early 
exchange transfusion because of the marked tendency for 
severe jaundice to occur in such cases. If it is not done at 
birth, exchange transfusion should be done immediately 
if jaundice becomes apparent before the infant is 6 hours 
of age or if the serum bilirubin level reaches 10 mg. per 
100 ml. or more in the first 12 hours. The serum bilirubin 
level can be expected to increase quite steadily during the 
first 24 to 36 hours of life in the mature infant and to 
continue to increase somewhat until the baby is about 
48 hours old. After 12 hours or so, it can usually be pre- 
dicted with fair accuracy how high the bilirubin level will 
eventually rise. The aim should be to keep the serum 
bilirubin level from exceeding 20 mg. per 100 ml. if pos- 
sible, in order to prevent kernicterus. It appears that this 
is always possible if compatible blood is used and the 
transfusions are given early enough and repeated in 12 
to 24 hours when necessary. A third exchange transfu- 
sion is rarely necessary if the first two are done early. 
However, in a few instances, a third or fourth may be 
required to control the hyperbilirubinemia and to protect 
the infant from kernicterus. 

It is recommended also that exchange transfusion be 
performed only by trained persons with sufficient experi- 
ence to avoid the potential dangers of the procedure. It is 
advisable when possible that the mother be delivered at 
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a hospital where exchange transfusion can be done. 
Economic and other considerations frequently make such 
a plan seem not feasible, but any efforts in this direction 
are bound to be rewarding in terms of saving as many 
babies as possible. In any case, the early diagnosis of 
erythroblastosis is of very great importance and requires 
the combined efforts of physicians, laboratory tech- 
nicians, and, especially, watchful nurses. This is of such 
great importance because of the large number of cases 
caused by blood group factors other than Rh, not ordi- 
narily predictable before birth. Only by early recognition 
and early treatment can disasters be avoided. 


CONCLUSIONS 


A large experience with erythroblastosis fetalis makes 
several points clear. 1. Kernicterus is the only important 
cause of death and crippling after the first day of life. 
2. Kernicterus is preventable by exchange transfusion 
that may be repeated if necessary to keep the bilirubin 
level from rising above 20 mg. per 100 ml. 3. Blood 
factors other than the Rh are important causes of eryth- 
roblastosis fetalis and kernicterus. These must be recog- 
nized, especially in the babies of Rh-positive women, and 
prompt treatment must be given when indicated. 4. No 
prenatal treatment to date, including the administration 
of steroid hormones, has been proved effective. 
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TREATMENT OF DERMATOSES WITH LOCAL APPLICATION OF 
HYDROCORTISONE ACETATE 


Harry M. Robinson Jr., M.D. 


Raymond C. V. Robinson, M.D., Baltimore 


Previously published reports’ have established the 
value of locally applied hydrocortisone acetate as a tem- 
porary relief measure for the symptoms of atopic derma- 
itis, pruritus vulvae, and pruritus ani. The present 
communication offers a critical evaluation of the effect 
of this drug in the treatment of various dermatoses in 418 
patients and a discussion of the modifying effects of 
vehicles on the therapeutic activity of hydrocortisone. 

Sulzberger and his associates '” stated that the efficacy 
of hydrocortisone when applied locally was enhanced by 
the absence of the undesirable side-effects noted when 
cortisone was administered systemically. They noted im- 
provement in atopic dermatitis, eczematous eruptions, 
pruritus ani, and pruritus vulvae, but found the prepara- 
tions to be of no value in the therapy of psoriasis, chronic 
discoid lupus erythematosus, alopecia areata, and pem- 
phigus vulgaris. They believed the 5% concentration 
ointment to be more effective than lower concentrations, 
but the difference was not great enough to warrant the 
routine use of the stronger concentrations. They did not 
draw any conclusions as to the therapeutic advantage of 
one ointment base over another, and they concluded that 
there were no contraindications to the continued appli- 
cation of 1% hydrocortisone acetate ointment to about 
one-eighth of the body surface for periods of as long as 


eight months. One of us (R. C. V. R.)" noted definite 
improvement in 20 to 28 patients with atopic dermatitis 
24 hours after the initiation of therapy with 2.5% oint- 
ment. He also noted improvement with this compound 
in the treatment of pruritus ani and pruritus vulvae, but 
when the local application of the hydrocortisone acetate 
ointment was discontinued, symptoms recurred in all 
cases. He noted questionable improvement in two pa- 
tients with chronic discoid lupus erythematosus treated 
with ointment for from 15 to 20 weeks. Alexander and 
Manheim * were enthusiastic about the results obtained 
in the treatment of 29 patients with intractable pruritus 
ani, and stated that only 3 of this group failed to obtain 
lasting benefit from the applications; however, 23 of their 
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This study was supported by grants-in-aid from Charles Pfizer & 
Company and the Upjohn Company. The hydrocortisone acetate ointments 
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Upjohn Company, and Merck & Company, Inc. The hydrocortisone lotion 
was furnished by Merck & Company, Inc. 
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Applied Compound F in Selected Dermatoses, J. Invest. Dermat. 19: 101, 
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cortisone (Compound F) Acetate Ointment in Dermatological Therapy, 
J. A. M. A. 151: 468 (Feb. 7) 1953. (c) Alexander, R. M., and Man- 
heim, S. D.: The Effect of Hydrocortisone Acetate Ointment on Pruritus 
Ani, J. Invest. Dermat. 21:223, 1953. (d) Robinson, R. C. V.: Local Use 
of Hydrocortisone Acetate: Preliminary Report, Bull. Johns Hopkins Hosp. 
93: 147, 1953. 
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patients found it necessary to continue application of the 
ointment at least once daily to maintain relief. 


Sulzberger and others *” noted no instances of allergic 
contact sensitization from the local use of hydrocortisone 
acetate. Three of the patients that one of us (R. C. V. R.) 
saw complained of increased burning and itching in the 
areas treated '¢; however, the ointment used in this series 
contained wool fat (lanolin), and two of these persons 
were proved to be sensitive to this ingredient by patch 
tests. Smith * noted no significant change in the circulat- 
ing eosinophil count after the inunction of hydrocorti- 
sone acetate ointment into the normal skin of humans or 
into the affected skin areas of persons with generalized 
eruptions. He concluded that there was insufficient ab- 
sorption to produce a drop in the circulating eosinophil 
count that almost invariably follows the systemic admin- 
istration of the corticotropic hormones. It is quite possi- 
ble, as Sulzberger has stated,’” that the therapeutic action 
of the locally applied hydrocortisone ointment is caused 
by the local hormonal action of the steroid itself on 
the skin. 





TasLeE 1.—Local Application of Hydrocortisone Acetate 
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METHOD OF TREATMENT 


The ointment, cream, or lotion was supplied to the 
patient, who was instructed to apply a thin coating over 
the involved area twice daily. During this treatment, al] 
other local or systemic therapy was discontinued and the 
use of soap or other cleansing compounds was eliminated, 
The paired comparison method was used in some patients 
with extensive atopic dermatitis; placebo lotion or oint- 
ment was applied to one portion of the body and hydro- 
cortisone acetate lotion or ointment to another. One 
patient with generalized atopic dermatitis obtained dra- 
matic improvement after one week of application of 
the 1.0% hydrocortisone lotion. During the second 
week she was furnished the placebo lotion, after which 
her symptoms recurred and it was necessary to resume 
use of the original preparation. The patients included in 
this study were selected from our private practices and 
from the dermatology clinic of the University Hospital. 
Weekly observations were made on each patient under 
treatment, and no patient was included in this report if 
the follow-up was incomplete. One series of patients in 
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* A = involution of lesions. 


Preparations Studied.—Several different vehicles were 
used in the preparation of hydrocortisone acetate and 
hydrocortisone free alcohol for local application in this 
investigation. The results obtained with these compounds 
were identical, and no effort is made to differentiate them 
in this paper. Base 1 (oily) contained liquid petrolatum 
(white mineral oil), wool fat, and white petrolatum. Base 
2 (oily) contained petrolatum wax (Multiwax), choles- 
terol, liquid petrolatum, and white petrolatum. Neomycin 
was added for its antibiotic effect. Base 3 (greaseless) 
contained sodium lauryl sulfate, propylene glycol, stearyl 
alcohol, cetyl alcohol, cholesterol, white petrolatum, 
liquid petrolatum, water, methylparaben (Methyl Para- 
sept), and propylparaben (Propyl Parasept). Base 4 
(greaseless) contained the above ingredients plus oxy- 
tetracycline. Base 5 (greaseless) contained zinc stearate, 
polyethylene glycols, propylene glycol, and distilled wa- 
ter. Base 6 (lotion for topical use) contained glycerin, 
isopropanol, sodium methylparahydroxybenzoate, digly- 
col stearate, petrolatum, wax, and distilled water. 





2. Smith, C. C.: Eosinophilic Response After Inunction of Hydro- 
cortisone Ointment: Experiments Demonstrating Lack of Significant 
Absorption and of Systemic Effects, A. M. A. Arch. Dermat. & Syph. 
68:50 (July) 1953. 


+t B = partial involution of lesions. 





3} C = no improvement. 








whom secondary pyogenic infection complicated the 
areas of neurodermatitis was treated with hydrocortisone 
acetate ointments or creams containing either oxytetra- 
cycline or neomycin. 
RESULTS 
Four hundred eighteen patients with various derma- 
toses were included in this study (table 1). Hydrocorti- 
sone lotion wsa used in the treatment of 84 of them. 
The lotion containing 0.5% of the active ingredient 
proved to be of no value in the treatment of eight patients 
with generalized atopic dermatitis, but eight other per- 
sons with the same dermatosis obtained complete involu- 
tion of all lesions for the duration of therapy. Relapses 
occurred in all cases when the medication was discontin- 
ued. The 1.0% lotion produced temporary complete 
involution of lesions in 22 of 25 patients treated for 
atopic dermatitis, and the 2.5% lotion produced the same 
eneficial result in 15 of 18 similar cases. Four of five 
patients with contact dermatitis were benefited by the 
1.0% lotion and five of six by the 2.5% lotion. It was 
possible to produce more permanent results in the cas¢s 
of contact dermatitis when the causes of the dermatitis 
were discovered and eliminated. The lotion proved to be 
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of no value in the treatment of alopecia areata, psoriasis, 
pityriasis rosea, and lichen planus. 

Twenty-five patients were treated with a greaseless 
base containing 0.5% hydrocortisone acetate. Tempo- 
rary involution of lesions occurred in 4 of 16 patients 
with localized or generalized atopic dermatitis, in 1 of 3 
patients with contact dermatitis, and in 1 of 4 patients 
with pruritus ani or pruritus vulvae. 

One hundred thirty-three patients were treated with 
1.0% hydrocortisone acetate ointment or cream; of 
these, 57 received the oily base and 76 the greaseless 
base. Temporary complete involution of lesions occurred 
in 51 of 59 cases of localized or generalized atopic der- 
matitis. Partial involution of lesions was noted in 10 of 
|2 patients with stasis dermatitis for the duration of treat- 
ment. Thirty patients with pruritus ani or pruritus vulvae 
noted complete relief of symptoms for the duration of 
the treatment. In many of these persons it was possible 
to reduce the frequency of the application to once daily 
or to once every other day, but in order to retain a satis- 
factory result, continued treatment with hydrocortisone 
acetate ointment was necessary in all cases. The prepara- 
tion proved to be of no value in the treatment of alopecia 
areata, psoriasis, pityriasis rosea, acne vulgaris, chronic 
discoid lupus erythematosus, and lichen planus. 

The 2.5% hydrocortisone ointment or cream was used 
in the treatment of 176 persons, 52 using the greaseless 
base and 124 using the oily base. While no improvement 
was noted in 13 patients with atopic dermatitis and con- 
tact dermatitis, 96 persons with these dermatoses ob- 
tained temporary complete involution of lesions, and 21 
obtained temporary partial involution of lesions. In those 
patients with contact dermatitis in whom it was possible 
to eliminate the original cause, permanent involution of 
lesions was obtained with prolonged treatment. Tempo- 
rary involution of lesions occurred in five patients with 
stasis dermatitis for the duration of treatment. Seven 
patients with chronic discoid lupus erythematosus were 
not benefited, but there was temporary partial involution 
noted in two others. Fifteen patients with pruritus ani or 
pruritus vulvae were temporarily relieved, two others 
noted temporary decrease in the symptoms, and four 
were not benefited. With this concentration, as with the 
1.0% preparation, those patients who were relieved were 
able to reduce the frequency of application to once daily 
or to once every other day. Patients with psoriasis, 
lichen planus, and acne vulgaris, were not benefited. 

Reactions.—In two patients with acne vulgaris numer- 
ous new lesions developed after the application of 1.0% 
hydrocortisone acetate greaseless cream, but aside from 
these no other reactions occurred that could be attributed 
to the primary ingredient in the cream. In 20 patients, 
adverse reactions to the hydrocortisone lotion developed, 
but in no instance was the reaction severe (table 2). In 
all cases it was evidenced objectively as a moderate in- 
crease in erythema and subjectively as an increase in 
itching. Patch tests with the placebo lotion were positive; 
there was erythema but no vesiculation. In 14 of the 153 
patients treated with the greaseless base preparation, 
slight to moderate adverse reactions developed that were 
similar to those produced by the lotion. In only 4 of the 
181 patients treated with the oily base preparation did 
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adverse reactions develop, and two of these patients were 
proved to be sensitive to wool fat. 


COMMENT 


The local use of hydrocortisone acetate, whether in 
lotion, ointment, or cream, is a valuable addition to the 
armamentarium of the physician, provided that he takes 
into consideration the fact that these preparations seldom 
produce more than temporary relief from symptoms. In 
some cases in which treatment has been instituted with 
systemic administration of cortisone, it has been possible 
to reduce gradually the dose by mouth, begin the local 
application of hydrocortisone acetate, and then eventu- 
ally discontinue the oral medication, thereby avoiding 
the possible harmful side-effects of long-continued sys- 
temic cortisone therapy. Gratifying results were obtained 
in the treatment of pruritus ani and pruritus vulvae with 
these preparations, and in many patients it is possible 
to retain a satisfactory result after symptoms have sub- 
sided by applying the compound once daily or once every 
other day. Dramatic relief has been given many patients 
with localized chronic lichenoid dermatitis or neuroder- 
matitis with the local use of hydrocortisone acetate prep- 


TABLE 2.—Reactions to Use of Hydrocortisone Acetate 


Concentra- Total 
tion, No. of Adverse 
Preparation N Cases Reactions 


Hydrocortisone lotion 0.5 16 8 
1.0 41 s 


2.5 27 4 


Hydrocortisone acetate in oily base.... 0.5 
1.0 


2.5 


Hydrocortisone acetate in greaseless hase 0.5 
1.0 


95 
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arations, but from the economic standpoint it is not 
practical to use these preparations to treat the average 
patient with a generalized dermatosis. 

In the course of this investigation we have used hydro- 
cortisone acetate and hydrocortisone free alcohol in a 
lotion base, in a greasy ointment base, and in several 
greaseless bases, and we find it impossible to make a dog- 
matic statement as to which possesses the greatest thera- 
peutic advantage. In some instances the drying effect of 
the greaseless base was irritating, but when the oily base 
ointment was substituted, relief was obtained. The con- 
verse of this also occurred; however, the incidence of 
adverse reactions was much lower with the oily base. The 
lotion proved to be of greater value in covering large 
surface areas. It is advantageous to the physician to have 
several different media in which this drug may be dis- 
pensed. No adverse systemic effects were caused by the 
local application of hydrocortisone acetate, and any evi- 
dence of local sensitivity that developed was invariably 
caused by the base in which the drug was dispensed. Any 
concentration of less than 1.0% of the active ingredient 
has proved to be unsatisfactory in this study. 


The inclusion of antibiotics in preparations of hydro- 
cortisone acetate for local use has been suggested for the 
treatment of eczematous eruptions complicated by sec- 
ondary pyogenic infection, and during the course of this 
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work, the effect of several different such compounds has 
been studied. The addition of neomycin or oxytetra- 
cycline to the hydrocortisone acetate ointment or cream 
was effective in eradicating secondary infection and did 
not appreciably alter the effectivity of the primary in- 
gredient on the eczematous process. 









CONCLUSIONS 

A concentration of less than 1.0% hydrocortisone 
acetate was found to be relatively ineffective in the treat- 
ment of dermatoses regardless of the vehicle used. Of 172 
patients with atopic dermatitis treated with hydrocorti- 
sone acetate, 144 had complete relief of symptoms and 
involution of lesions for the duration of the admin- 
istration of the medicament. In all instances relapses 
occurred when therapy was discontinued. Partial tempo- 
rary improvement occurred in 6 other cases, and 22 per- 
sons were not benefited by the application. Forty-nine 
patients with contact dermatitis were temporarily im- 
proved for the duration of treatment, 15 were partially 
improved, and 7 were not benefited. Fifteen patients with 
stasis dermatitis were partially improved, and two were 
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not improved. Forty-five persons with pruritus ani or 
pruritus vulvae noted prompt relief of symptoms after the 
application, but exacerbations occurred when the medi- 
cation was discontinued. Five patients with similar symp. 
toms were not relieved. The medication was of no value 
in the treatment of alopecia areata, lichen planus, acne 
vulgaris, and pityriasis rosea. Two patients with chronic 
discoid lupus erythematosus were partially improved for 
the duration of treatment, and 12 were not improved. 

The addition of the antibiotics to ointments and 
creams containing hydrocortisone acetate did not appre- 
ciably alter the effect of the primary ingredient and had 
the additional therapeutic advantage of combating sec- 
ondary pyogenic infection. Although each of these ve- 
hicles has its place in the therapeutic armamentarium of 
the physician, the incidence of adverse reactions was 
lowest with the oily type base. No adverse reactions were 
noted that could be attributed to hydrocortisone acetate, 
and there was no evidence of the side-effects that are 
frequently noted after systemic administration of cor- 
tisone or corticotropin (ACTH). 


1024 N. Calvert St. (Dr. H. M. Robinson). 

















The average physician is not fully aware of the great 
number of voluntary public health agencies that exist 
throughout the country. He may know of two or three 
in his community and of a few national ones, but beyond 
that, unless he is very active in community affairs, civic 
matters, or public health, he usually has no knowledge 
of the number or types of programs of most of these 
agencies. This lack of knowledge may represent a serious 
deficiency, for it may indirectly prevent the patient from 
getting badly needed services. 

One of the outstanding characteristics of the American 
way of life, in which America differs markedly from the 
totalitarian countries, is the profusion of voluntary agen- 
cies that exist freely without restraining government con- 
trol or guidance. The freedom of speech and freedom of 
assembly that are among the major characteristics of our 
democracy allow and even encourage individuals to band 
together in voluntary groups to improve their own health 
and the health of others. The right to criticize the pro- 
grams of official agencies and to try to bring about 
improvement by normal orderly channels is one of the 
fundamental rights of a free nation. Persons who join 
each other in voluntary agencies to help protect the rights 
of individuals and improve the services for them are the 
backbone of a democracy. In the medical field and related 
fields they act not only as a continuous supplementary 
resource but also as an occasional stimulating factor to 
official agencies. Most voluntary health agencies have 
been both helpful and influential. They have often led to 
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the development of important official health agencies, 
then continued to give constructive support or even 
supplementary assistance to these agencies. They may 
frequently be a strong hedge against the undesirable as- 
pects of the so-called welfare state. 


THE GROWTH OF VOLUNTARY PUBLIC HEALTH AGENCIES 


In the last few decades voluntary public health agen- 
cies have expanded in size and number to an amazing 
degree. There are now over 20,000! of them in the 
United States. Most of these are on a city or county level, 
but hundreds are national or state-wide in scope. They 
may develop in relation to a disease, a symptom, an or- 
gan, a group of diseases, or a special age group, for 
example, the American Diabetes Association, National 
Foundation for Infantile Paralysis, American Hearing 
Society, American Heart Association, Arthritis and 
Rheumatism Foundation, Association for the Aid of 
Crippled Children. Almost any individual or group that 
sees a need may organize an agency in relation to this 
need. 

There are a great many factors involved in the forma- 
tion of the ever-increasing number of voluntary agencies 
and organizations in our society. Irwin D. Canham, edi- 
tor of the Christian Science Monitor, has called our times 
“the age of organization.” He points out that during the 
past 25 years the growth of voluntary private organiza- 
tions has been a spectacular and significant element of 
the American scene. In a nation such as ours, where the 
rights of voluntary assembly and individual initiative are 
easily exercised, the development of such voluntary 
groups and organizations, not only in the health field but 
also in other professional, business, social, and recre- 
ational fields, is natural and can be confidently predicted. 
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In the health field the great increase of voluntary agen- 
cies in the past decade or two is a logical outgrowth of 
the many scientific and technological developments. 
Some of these developments have resulted in new drugs, 
special types of roentgenographic and analytical proce- 
dures, new operations for previously incurable diseases, 
and the use of atomic energy and other forms of ionizing 
radiation in medicine. When these medical advances are 
coupled with modern miracles in the fields of communi- 
cation and transportation, there is a greatly increased 
dissemination of medical knowledge and rapid improve- 
ment of medical facilities and health conditions almost 
inevitably follows in a free society such as ours. 

Many years ago it was said that a true democracy is 
limited to the number of persons who can hear a single 
voice. The science of electronics, together with other 
technological advances, has resulted in amazing improve- 
ments in communication methods. Whereas formerly 
newspapers, magazines, and word-of-mouth were the 
chief means of spreading information, this is now done 
on a vastly greater and wholesale scale with the aid of 
motion pictures, radio, and television. Thus, it is appar- 
ent that the same neighborly friendliness that in bygone 
years fostered the individual charitable acts of neighbor 
for needy neighbor, of a church for its poor parishioners, 
of a village for its temporarily sick or suffering, now fos- 
ters the same service on a larger and more modern group 
organization basis. This is a natural outcome of changes 
in our civilization. Obviously, in the age of telephones, 
television, and teeming tenements and apartment houses, 
different channels are used to fulfill the same human 
needs and urges. So the old almsgiving on an individual 
basis to a poor or ailing person with whom one has direct 
contact gives way to the Christmas seal, the Easter seal, 
the March of Dimes, the Telethon, the Letter Carriers’ 
Walk, and the highly organized, efficient Community 
Chest drive. 

It is therefore easily understandable how voluntary 
private organizations have grown greatly in numbers, 
scope, and resources and have become a significant social 
force of considerable magnitude. As long as individuals 
retain their freedom of choice and action and have the 
wherewithal, these voluntary agencies will continue as a 
very pervasive pattern in the United States, a pattern that 
we physicians must recognize and with which, for the 
benefit of our patients and ourselves, we should become 
more thoroughly acquainted. If we do not utilize the re- 
sources represented in the voluntary agencies, and if we 
fail to give them the benefit of our guidance, our cooper- 
ation, and our help, we physicians, our patients, and the 
agencies will all be the losers. 


CONFLICTS AND OVERLAPPING OF SERVICES 


There has been a tendency for many physicians in pri- 
vate practice, as well as for some official public health 
agencies, to adopt an attitude of condescending superi- 
ority toward some of these voluntary groups and their 
programs. This attitude has even occasionally become 
one of annoyance and irritation with the voluntary agen- 
cies and has at times engendered undemocratic and self- 
bemeaning professional snobbery. The basis for this 
attitude is at times discernible, but the condescension is 
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rarely justifiable. Obviously, not all voluntary agencies 
are equally competent and effective. Occasionally, they 
utilize persons without proper professional training, and 
their efforts may at times seem somewhat amateurish and 
below the optimum that we, as physicians, feel should 
and could be achieved. However, the vast majority of 
these persons are well meaning and are trying their sin- 
cere best to help. 

Most of the persons organizing and participating in 
these voluntary agencies do so because they see a definite 
and strongly appealing unmet need that exists in spite of 
the regular official programs. They may have a strong 
feeling (often with justification) about the inadequacy, 
incompleteness, and lack of entire effectiveness of the 
programs of official medical agencies or individuals, par- 
ticularly in the spheres of certain specific disorders. Many 
of these “volunteers” themselves, or members of their 
families, are afflicted with a disorder or disease that is 
fatal or has resulted in severe permanent disability with 
little or no benefit from the customary treatment. In other 
words, these persons, in spite of current private and offi- 
cial public facilities, often face a situation that involves 
considerable frustration and disability with inconclusive 
or inadequate answers. They may see and feel the im- 
pending, irresistible progress of a particular disease or 
disorder without being able to do anything effective to 
stop it. It is thus perfectly natural for them to try to do 
everything they can to stimulate new research and addi- 
tional methods of cure or to make available modern 
methods that have not yet been introduced in some areas. 

With this picture, and particularly in view of the many 
unsolved disease problems, is it any wonder that so many 
persons have the feeling that the official agency or the 
private physician is doing, or at least accomplishing, 
little or nothing to prevent or cure such disorders? More- 
over, of 20,000 different voluntary agencies in the United 
States, some are bound to be better than others. Some, 
with their vigorous sincerity, initiative, and drive, but 
with insufficient or inadequately informed professional 
guidance and help, may even give the impression of being 
more of a hindrance than a help. This potential hazard is 
increased wherever a new voluntary agency proposes to 
enter a field that is already being partially covered by 
prior voluntary agencies. (With over 20,000 agencies 
in existence, overlapping of services is likely.) This haz- 
ard may invoke considerable community friction among 
both professional and lay groups. 

It was just such a situation that existed in Chicago, in 
1952, in relation to a newly developing voluntary group 
active in the field of cerebral palsy. Friction and difficulty 
was somewhat enhanced by the fact that there were al- 
ready 27 different voluntary and 8 different official agen- 
cies active in the field of cerebral palsy in the community. 
The new voluntary agency had achieved what was almost 
a monopoly on a very recent and effective fund-raising 
device (Telethon). This device was so effective that the 
new agency’s contributions temporarily exceeded their 
expenditures considerably, and several of the other vol- 
untary agencies (10 of which were engaged in fund 
raising solely for cerebral palsy activities) felt that their 
longer-established fund-raising activities were being en- 
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croached upon. They also believed that some of the activ- 
ities and expenditures of the agency in question were 
perhaps of doubtful value. 


A MORE CONSTRUCTIVE ROLE 


At this time, when considerable discussion and in- 
creasing animosity were apparent, the local Association 
of Commerce and Industry and the local Welfare Council 
joined hands, and, at the request and with the coopera- 
tion of the particular voluntary agency, made another 
all-out effort to remedy the situation. They attempted to 
re-channel the somewhat insurgent and forceful out- 
pouring of interest, energy, and funds into a more co- 
ordinated and well-directed channel going in the same 
direction and toward the same goal as the other roads 
currently being followed with varying success by the re- 
lated voluntary and official community agencies. The 
methods by which this community helped guide a new 
voluntary agency into a more fruitful, acceptable, and 
constructive role in the over-all medical and health pat- 
tern of activities may be of interest to other communities 
and to many physicians. 

A strong and influential committee, which included 
professional and lay leaders in the field and representa- 
tives of the various outstanding voluntary and official 
agencies, was organized by the local Welfare Council and 
the Association of Commerce and Industry. This com- 
mittee requested the official state agency for crippled 
children to do a comprehensive survey of the over-all sit- 
uation. This survey was to include not merely the pro- 
gram or the proposed program of the specific voluntary 
agency in question but the programs and facilities of all 
the other voluntary and official agencies that had similar 
objectives and were working on the same problem. 

The resulting study * was fairly extensive and involved 
correspondence or personal interviews, or both, with 65 
voluntary and official agencies or institutions. These in- 
cluded the various hospitals and convalescent homes, the 
school system, groups concerned with physical therapy 
facilities and vocational rehabilitation, and other groups. 
The assistance of many individuals and agencies active 
in this field was freely given and fully utilized. All of the 
material gathered was summarized and analyzed, and 
tentative conclusions and recommendations were drafted. 
The material was then reviewed and discussed in detail 
by the committee, who appointed a subcommittee to 
make a more careful study and revise some of the recom- 
mendations. This report was then returned to the original 
committee for their discussion and action. Recommenda- 
tions as to the respective spheres of activity of voluntary 
and official agencies were outlined in general terms. Un- 
met needs and goals were discussed and the over-all 
situation was carefully reviewed. The conclusions and 
recommendations in the report were used as a guide to 
action by the aforementioned committee, and after a 
period of about a year most of the friction had dis- 
appeared and the over-all program seemed to be pro- 
gressing quite satisfactorily. Some of the generally appli- 
cable recommendations should be of considerable value 
to physicians and lay leaders who face similar problems. 
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GUIDING PRINCIPLES FOR NEW AGENCIES 

The chief general recommendations of the study that 
might apply to the problem of the relationship between 
new voluntary agencies and prior official health agencies 
in other communities are listed below. 

Operation of Treatment Facilities.—In ‘general, the 
new voluntary agency should not include the direct oper- 
ation and administration of programs and facilities in the 
fields of medical care and treatment, of public schooling 
and education, of custodial care, and of vocational train- 
ing. In the fields of information and publicity, of employ- 
ment counseling and placing, of day care, and of social 
and recreational activities, a more direct role may be 
indicated; however, even in instances in which direct 
operation is undesirable, encouragement and financial 
assistance (in the form of equipment, salary supplemen- 
tation, and other complementary items needed to im- 
prove and extend services) would be proper and often 
desirable. 

Technical Advisory Group.—A carefully selected list 
of well-qualified and experienced persons representing 
the various professional fields should be used in an ad- 
visory and consultative capacity. This group should be 
small and well knit; with too many members it becomes 
unwieldy and tends toward an inconclusive forum or 
“debating society” type of group. It should not be limited 
to physicians only. It should include representatives of 
such local over-all associations of voluntary agencies as 
the Welfare Council and the Chamber of Commerce; 
members of the paramedical or related professions 
should also be included; for example, in the field of cere- 
bral palsy the advisory group might include specialists 
in psychology, special education, speech, vocational 
service, social work, and hospital administration. 

Team Concept.—The diagnostic and treatment serv- 
ices of complicated medical disorders that involve var- 
ious specialties and require a variety of techniques should 
be performed by a team of skilled professional persons 
rather than a single individual. For the team to function 
properly, however, there should be a captain or someone 
responsible for pooling information, directing activities, 
and arranging the execution of the recommendations and 
the follow-up. 

Use of Facilities —The medical, diagnostic, and treat- 
ment services should, whenever possible, be part of an 
over-all hospital and outpatient facility where technical 
laboratory procedures and medical and paramedical con- 
sultation in the various specialties are easily available. 
Wherever geographical circumstances permit these serv- 
ices should be carried out in connection with a medical 
school or the locally outstanding medical center rather 
than developed separately. Here again the philosophy of 
the improvement and expansion of the best existing facil- 
ities rather than the development of separate and perhaps 
rival or duplicate services should receive primary em- 
phasis. 

Research.—Special attention should be paid to re- 
search on the prevention and treatment of the disorder, 
with major emphasis on the preventive aspects. Studies 
should be devoted not only to basic and clinical research 
but to the administrative field as well; a balance should 





be sought between the fields of research and administra- 
tion. Both locally and nationally, careful screening of 
projects is desirable to prevent unneeded duplication 
and inadequate, unsound, or poorly planned research. 


Approach to the Patient.—The activities of voluntary 
health agencies should not be limited to medical aspects. 
The goal of rehabilitation of the person—to make him 
as happy and as socially useful as possible—must be kept 
in mind. The general plan should incorporate utilization 
of the facilities of public and voluntary agencies in such 
related fields as special education, vocational training 
and placement, and social and recreational activities. 

Grants for Special Education.—Granting scholarships 
and fellowships for undergraduate and graduate profes- 
sional education and training in fields related to the dis- 
order in question is an area in which voluntary agencies 
can be of considerable help. Sponsoring seminars, work- 
shops, and other similar postgraduate facilities and 
opportunities for training would be included in this 
category. 

Education of Patient and Family.—The proper inter- 
pretation and full explanation to the patient and his fam- 
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ily is of great importance. A voluntary agency may make 
a very valuable contribution in this area. Increased 
understanding of the facts pertaining to the various dis- 
orders and diseases can be of immeasurable benefit in 
gaining full and sustained cooperation. It can also help 
the patient to overcome many guilt feelings, to see the 
disorder in its proper perspective, and to adapt to and 
live with the handicap when optimum improvement has 
been obtained. This education may be fostered on both 
a group and individual basis and can best be done by 
professionally trained personnel. 

Most of these major recommendations were utilized 
by the above-mentioned committee as a guide to action. 
The committee members also developed certain recom- 
mendations of their own, primarily fitted to the local 
situation, which included the appointment of a committee 
of consultants to the voluntary agency. As a result of the 
over-all activity aimost all of the former friction has 
disappeared, and the new voluntary medical agency is 
helping in many medical and paramedical activities in 
its field. 


160 N. LaSalle St. (1). 





TREATMENT OF CHRONIC LEG ULCERS WITH ABSORBABLE GELATIN 
SPONGE (GELFOAM) POWDER 


REPORT OF ONE HUNDRED SIX CASES 


Irving L. Milberg, M.D. 


Jesse A. Tolmach, M.D., New York 


Many reports in the literature describe local remedies 
for chronic ulcers of the leg.' In evaluating these and 
other medicaments, it has become increasingly evident 
that definite criteria should be applied before any me- 
dicament is considered useful as well as successful. The 
medicament must promote tissue growth and healing and 
should be nontoxic, have a low sensitizing index, relieve 
symptoms if any are present, be easy to apply, and be 
economically acceptable. A study of 106 patients with 
chronic recalcitrant ulcers of the leg was initiated in June, 
1951, at the New York Skin and Cancer Unit after re- 
ports that absorbable gelatin sponge (Gelfoam) had a 
tissue-stimulating effect on the skin * and aided in the 
healing of deeper wounds.* Absorbable gelatin sponge, 
a heat-sterilized foam sponge made of animal gelatin, 
was introduced in 1945 as an absorbable hemostatic 
agent.* It has been found that antibiotics such as peni- 
cillin and streptomycin are not inactivated in its pres- 
ence.® The introduction of absorbable gelatin sponge in 
powdered form, which was considerably easier to apply, 
added further impetus to this study. 


ABSORBABLE GELATIN SPONGE THERAPY 


All patients in series 1 were ambulatory and had re- 
ceived unsuccessful local therapy. There were 64 women 
and 42 men. The ages ranged from 29 to 82 years, with 
an average age of 58 years. The duration of the ulcers 
varied from four weeks to 31 years. Of the 106 patients, 


79 had varicose and post-thrombophlebitic ulcers, 11 had 
varicose ulcers and severe arteriosclerosis, 6 had post- 
traumatic ulcers, 2 had ulcers associated with sickle cell 
anemia, 2 had diabetic ulcers, 2 had ulcers of unknown 
origin, and 4 had, respectively, an ulcer that followed 
radiation therapy, a nonhealing bedsore, an ulcer of 
congenital elephantiasis, and a case of pyoderma gan- 
graenosum. Varying degrees of dermatitis were present 
in the areas surrounding the ulcers in 69 patients. Sur- 
gical procedures such as saphenous ligations and vein 
stripping had been performed on 23 patients. Antibiotics 
had been given to 39 patients before this study, with no 
discernible improvement of the lesions. Initially, histories 





From the Department of Dermatology and Syphilology of the New 
York University Post-Graduate Medical School and the Skin and Cancer 
Unit of the New York University Hospital. 

Absorbable gelatin sponge (Gelfoam) used in this study was supplied 
by Dr. Joseph Webb of the Upjohn Company, Kalamazoo, Mich. 
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were obtained and the patients were examined and usu- 
ally given a complete blood count, a urinalysis, and a 
serologic test of syphilis. Whenever further studies were 
found necessary, the patients were referred for other ex- 
aminations. 

The procedure used in this study consisted of packing 
the ulcers with sterile absorbable gelatin sponge powder, 


Fig. 1—Chronic varicose and post-thrombophlebitic ulcer of four years’ 
duration occurring on the leg of a 70-year-old man. Left, lesion before 
absorbable gelatin sponge powder therapy (series 1) was started. Right, 
lesion after five weeks of therapy. 


covering with dry gauze, and applying an Elastoplast 
dressing or an elastic bandage. The patients were in- 
structed to leave the dressing in place and return in a 
week. In 15 cases of obvious secondary infection, anti- 
biotics were given parenterally for one week before the 
use of gelatin sponge powder. Mild, soothing pastes such 
as zinc oxide paste were applied to zones of dermatitis 
before the application of fixed dressings. The patients 
were observed at weekly intervals. 


COMPARATIVE THERAPY 


Comparative studies were carried out in 34 patients 
in series 2. The healing and tissue-stimulating properties 
of absorbable gelatin sponge powder were compared 
directly with those of silver leaf foil, chlortetracycline 
(Aureomycin) ointment,® aloe vera leaf,’ and crystalline 
trypsin (Tryptar).* These patients were divided into 
three groups. In group A, with 9 patients, the ulcerations 
were large enough to be divided longitudinally in half so 
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that gelatin sponge powder could be applied to one half 
and another medicament to the other half. In group B, 
with 13 patients, there were bilateral ulcers of similar size 
on both legs; gelatin sponge powder was applied to 
one ulcer and another medicament to the other, and the 
results compared. In group C, with 12 patients, there 


TABLE 1.—Results of Absorbable Gelatin Sponge Powder 
Therapy in Series 1 


Im- Unim 
Type of Ulcer Total Healed proved proved 
Varicose and thrombophlebitic........ 79 68 5 6 
Varicose and arteriosclerotic.... x 1 
Post-traumatic an 
1 
IE indomrcduedinewsosreweden 
Fracture 
Auto accident 
Blunt object 
NN MIN Soo wincnccdcowsacesees 
Sickle cell anemia 
Cause unknown 
Radiation ulcer 
Congenital elephantiasis.............. 
Bedsore on heel 


1 
1 
1 


. 
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were multiple ulcers on one or both legs; gelatin sponge 
powder was applied to one of the ulcers in each patient, 
and other medicaments to the others. The total number 
of ulcers treated in group C was 41. 


Fig. 2.—Healed lesion (fig. 1) nine weeks after beginning of absorbable 
gelatin sponge powder therapy. Follow-up examination of the patient 10 
months after this showed the lesion still healed. 


Results.—In every patient in series 2, the area or in- 
dividual ulceration treated with gelatin sponge powder 
showed either a more prompt response in the formation 
of granulation tissue or earlier complete healing than any 
of the areas treated with the other medicaments. 
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COMMENT 

In a clinical study such as this it is, of course, impos- 
sible to obtain perfect controls. As each patient in the 
comparative therapy series became aware that the areas 
treated with the absorbable gelatin sponge powder were 
nealing more rapidly than the areas otherwise treated, 
he became imcreasingly unwilling to continue to use other 
medicaments; however, enough of the patients for the 
purposes of this study were prevailed on to continue the 
original therapy. Another advantage of gelatin sponge 
powder therapy was observed towards the end of this 
study. It is well established that healing of some chronic 
ulcers of the leg can be accelerated by curetting the edges 
of the lesions. Therefore, once it was established that 
gelatin sponge powder had a therapeutic effect on these 
lesions, several lesions were curetted with the patients 
under local anesthesia. These lesions had shown a torpid 


TaBLE 2.—Comparative Therapy Studies with Absorbable Gela- 
tin Sponge Powder and Other Medicaments 


Groups by No.of No.of 
Type of Uleer Medicaments Patients Ulcers 
Group A Chlortetracyeline ointment—gelatin 
Single uleer large sponge powder ished sakeieeonnwess 
enough to be Silver leaf foil—gelatin sponge 
divided in half EE piawedsusevisoeraeiiseanteos 2 
Aloe vera leaf—gelatin sponge 
IEE So ninecesaucenescoeveussverts 2 
Crystalline trypsin—gelatin sponge 
a b9u bd Ca eae 2 
9 
Group B Chlortetracycline ointment—gelatin 
Similar bilateral ED vpn 00e cdenceeees es 3 
uleers Silver leaf foil—gelatin sponge 
PE SU sides suck sonbvebewsseave 4 
Aloe vera leaf—gelatin sponge 
iss cde dh iirampaineseakéunt q 
Crystalline trypsin—gelatin sponge 
Re Pa Sea eee 2 
13 
Group C Gelatin sponge powder.............. ~ 12 
Multiple ulcers Chlortetracycline ointment ......... om 11 
NE I icv na Upncsesscendavees = 11 
PS Ee ne ee net 4 
Crystalline trypsin .................. a 3 


1° 


41 


response in the formation of granulation tissue before 
curettage; it was the general clinical impression that after 
curettage the formation of granulation tissue and the 
eventual healing of the lesions were considerably accel- 
erated. In these instances, the hemostatic effect of gelatin 
sponge powder was utilized with great effectiveness. Since 
studies had revealed that antibiotics such as penicillin and 
streptomycin are not inactivated by this agent,® we dis- 
continued the initial methods of administering antibiotics 
near the end of this study. Application of oxytetracycline 
(Terramycin) or chlortetracycline (Aureomycin) pow- 
der to ulcers before packing with gelatin sponge powder 
seemed to control the infectious process, although no 
bacteriological studies to confirm this were done. This 
was done in 22 patients; our clinical impression was that 
it caused no difference in the effectiveness of the gelatin 
sponge powder. Three patients of those studied com- 
plained of pain severe enough to require that the therapy 
be stopped. Two of these had severe arteriosclerosis, and 
one had a postradiation ulcer; this patient had shown 
some improvement when treatment was discontinued and 
she was referred for plastic surgery. All patients were 
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told to continue using supportive measures, such as elas- 
tic stockings and elastic bandages, for an indefinite period 
after the ulcers had healed. Follow-up observations were 
continued in 59 patients for periods as long as 14 months 
after cessation of the original therapy; within this time 
none of these patients had a recurrence of a healed ulcer, 
although 6 patients had new ulcerations that were treated 
successfully with gelatin sponge powder. As a result of 
observing the action of absorbable gelatin sponge powder 
in chronic ulcers of the leg, we feel that this agent is a 
valuable local medicament in this condition. Its value 
is enhanced further because, in addition to its tissue- 
stimulating properties, its hemostatic qualities can be 
utilized to accelerate the healing process. 


SUMMARY 


Absorbable gelatin sponge (Gelfoam) powder therapy 
was given to 106 ambulatory patients with chronic ulcers 
of the leg who were observed from June, 1951, to No- 
vember, 1953. In 86 patients the ulcers were healed com- 
pletely, in 11 patients they were improved, and in 9 
patients they remained unimproved. Additional studies 
by the method of paired comparison were done to com- 
pare the effectiveness of gelatin sponge powder with that 
of chlortetracycline (Aureomycin) ointment, silver leaf 
foil, aloe vera leaf, and crystalline trypsin (Tryptar) 
powder. The results of the paired comparisons revealed 
that absorbable gelatin sponge powder was more effective 
in that ulcers treated with it formed granulation tissue 
more rapidly and healed sooner than those treated with 
any of the other agents. 


122 E. 78th St. (Dr. Milberg). 





Diagnosis of Migraine.—The first step in the diagnosis of 
migraine is to be familiar with the clinical picture as described 
by the patient, not only of the classical attack but of its many 
minor variations. Having so recognized the picture and estimated 
the true length of its history a careful examination is essential, 
for two reasons. First and foremost to assure oneself that there 
are no abnormal physical signs, . . for there are no such 
abnormal signs in idiopathic migraine. Second, so as to put 
oneself into a strong position to assuage the patient’s anxiety. 
. . In the examination an intelligent neurological appraisal 
is the essential, for the conditions that closely simulate migraine 
are all intracranial ones. Perhaps most important in this exami- 
nation are the following: Ausculation of the head, the state of 
the homonymous visual fields as done by confrontation, the 
optic fundi, the pupils, the ocular movements and the reflexes. 
Intracranial neoplasms, primary and secondary, intracranial 
angiomata and aneurysms are all capable of simulating migraine. 
Tumours of the occipital lobe by causing visual hallucinations, 
headache and vomiting are probably the most likely, though not 
most common, to cause confusion. . . . Persistently one and 
the same sided headaches, pulsatile or continuous head noises, 
the same noise heard as an auscultated bruit, prolonged visual 
field defects or the finding of even minimal pyramidal or sen- 
sory signs may assist to send the patient for the proper neuro- 
logical investigation. Intracranial aneurysms, particularly those 
situated on or near the anterior part of the circle of Willis, may 
produce recurring headaches, usually frontal and circumorbital 
and again always on the same side. . Aneurysms 
may cause transient pareses of the pupil or of the external 
ocular muscles and the levator of the upper lid. . . . The 
most potent nonneurological cause of misdiagnosis is probably 
frontal sinusitis. A careful history, however, usually 
makes plain the differences in quality of the two pains, and 
perhaps most important their different temporal qualities — 
C. H. Edwards, M.D., Migraine, Postgraduate Medical Journal, 
May, 1954. 
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INCIDENCE OF TUBERCULOSIS AMONG HOMELESS MEN 


Herbert W. Jones Jr., M.D., Jean Roberts 


and 


John Brantner, Minneapolis 


This study, an 11 months’ intensive case-finding sur- 
vey, is based on the client population of the Salvation 
Army Men’s Social Service Center in Minneapolis. The 
center provides a rehabilitation program for homeless 
men. The majority of these men come on self-referral 
from “Skid Row,” although, at any given time, about 10% 
of the clients have been referred for rehabilitation as 
physically handicapped; 10% as parolees and proba- 
tioners, and about 10% as provisional dischargees from 
the state hospital system. About 70% of the client pop- 
ulation regards the abusive use of alcohol as its major 
problem. 

For five years preceding the start of this study, the 
center depended on the periodic visits of the Christmas 
Seal Mobile X-Ray Unit of the Hennepin County Tuber- 
culosis Association to check the health status in regard 
to tuberculosis. During this period, no noticeable differ- 
ence in incidence between the population here and the 
general population in Minneapolis was noted. However, 
it was felt that, since a third of the client population 
stayed less than one month, a routine weekly program 
of taking chest roentgenograms would give more com- 
plete coverage of the population. This was instituted in 
October, 1952, through the cooperation of the Minne- 
apolis Public Health Division and the Hennepin County 
Tuberculosis Association. The results that follow are 
based on a survey of 405 consecutive chest roentgeno- 
grams taken routinely from October, 1952, through 
August, 1953. During that period all men who stayed at 
the Center at least one week were examined by means of 
a chest roentgenogram. Of the 405 who were screened, 
5% were under 30 years of age; 17% between 31 and 
40 years old; 33% between 41 and 50; 35% between 
51 and 60, and 10% 61 or older. The transient nature 
of the group is apparent from the fact that 30% were 
residents of the city of Minneapolis; 20% were resi- 
dents of the state of Minnesota, and 50% were con- 
sidered “federal transients,” since they had no estab- 
lished residence in any state. The results of thi: survey 
are shown in the table. 

In considering these results one should note that, in 
the portion of the population that we surveyed, the rate 
of active new cases per 1,000 is 22.2, compared with 
the similar rate for the Hennepin County Tuberculosis 
Association Mobile Unit survey of the general population 
of 0.4 per 1,000 in 1952. The rate in the population 
group we surveyed is 5512 times as great as the general 
rate in Minneapolis for that year. The difference in the 
incidence of tuberculosis between these two groups is 
highly significant. The probability of a difference in rates 
as large or larger than this arising solely through chance 
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is less than 1 in 10,000. (Assuming that the two groups 
were drawn from the same population for which the 
incidence of tuberculosis could be estimated from these 
two samples, the test used 


nipi + Np» 
ni Ne 


Poedo Poedo 
ni + Nz 


) 2 where po 


S.e. pi-pe = ( 
gives an estimated rate in the population of po — 0.6 
and a standard error of the difference in these two pro- 
portions of s.e. p;—p2 = 0.5 with the actual difference 
in rates py—Pp2 = 21.8. The probability that a differ- 
ence as large or larger than this could exist between two 
samples drawn from the same population is less than 
1 in 10,000.) 

SUMMARY AND CONCLUSIONS 


We recognize that the rate of new cases found (22.2 
per 1,000 in this group or 55.5 times as great as the rate 


Results of Surveys Among Selected Population Groups 


in Minneapolis 

New Cases per 
Thousand 
Persons 
Screened 


New Cases of 
Tuberculosis 
Found 
Number -———~—_, 
Screened Total Active 


405 9 


A -_ 


Active 


9 


re—— 
Total 
34.6 


Groups 
Men’s Social Service Cen- 
ter, October, 1952, to 
August, 1953 
Hennepin County TB 
Association Mobile 
Unit, 1952 
Minneapolis industries 
Institutions 
School students and 
personnel 
Other general groups 
Minneapolis workhouse 
survey, 1952* 


53,995 


23,081 
6,605 


14,449 


9,810 


2,238 


New case rates among the 

general population: 
Minneapolis (1952) 
United States (1950) 
England & Wales (1950) 
Scotland (1950) 
Canada (1950) 
Denmark (1950) 


1.1 
O.8t 
1.2t¢ 
1.9 
0.9 
0.6t 
* Hill, F. J.: Tuberculosis in Minneapolis, Minneapolis Health Depart- 
ment, September, 1953. 
+t Drolet, G. J., and Lowell, A. M.: Statistical Review of Reports from 
American and European Communities, Dis. Chest 21:527 (May) 1992. 


over a similar period for the general population) is 
related to the intensity of the search for them. However, 
we do not feel that this factor accounts for most of the 
difference in rates, especially since the rate of new active 
cases in our sample of homeless men is 13.4 times as 
great as the rate found in the Minneapolis Men’s Work- 
house population, the most nearly comparable survey 
both as to population composition and to intensity of 
search. This high rate of incidence of tuberculosis occurs 
in a transient, very mobile population group. It occurs in 
a population group that is not likely to be covered in a 
general survey. It occurs in a population group that in 
general lives under conditions that are likely to foster 
infection of others in the same group. The men in this 
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group sleep generally in dormitories, whether in the 
che:p hotels or in the various rehabilitation centers 
throughout the country. They are generally in fatigued 
physical condition, and their standards of cleanliness and 
personal hygiene tend, through economic necessity, to 
be low. 

This rate occurs in a population group that is very 
likely to take temporary jobs as food handlers—cooks, 
cooks’ helpers, dishwashers, etc.—situations in which 
the possibility of transmission of the disease to the gen- 
eral population is a factor. This rate occurs in a popula- 
tion group that is not limited to Minneapolis and that 
by its very nature can be presumed to exist in every large 
urban center in the United States. There is no reason to 
suppose that the rate of incidence found in Minneapolis 
is very much different from the rate that would be found 
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by similar surveys in other cities. Indeed, it is very logical 
to assume that, in a survey that covered not only the 
younger groups such as those applying for admission to 
the rehabilitation centers but the entire “Skid Row” pop- 
ulation, including the older, more permanent residents, 
the rate would be higher. This survey reveals an impor- 
tant aspect of the public health problem of tuberculosis. 
The homeless men quite probably constitute a primary 
source of reinfection for tuberculosis in the United States. 
Any public health program that has as its aim the erad- 
ication of tuberculosis in our population should take 
particular account of this segment of the population. The 
study points to the need for intensified case-finding sur- 
veys of the populations of our “Skid Rows” and of our 
rehabilitation centers. 


1700 W. 32nd St. (Dr. Jones) 





FOCALIZED PULMONARY COCCIDIOIDOMYCOSIS 


A SURGICAL DISEASE 


Col. James H. Forsee (MC), U. S. Army 


Capt. Rex B. Perkins (MC), U. S. Army Reserve 


In a previous communication from Fitzsimons Army 
Hospital, 13 patients with focalized pulmonary coccidi- 
oidomycosis treated surgically were reported on.t Our 
experience now has encompassed a total of 50 patients, 
including the original 13. The present report deals with 
information gleaned from these 50 case problems, with 
emphasis on the nature of the lesion, complications of 
surgery, and a formulation of the surgical rationale. 

Coccidioidomycosis is a highly infectious specific fun- 
gus disease that until recent years was seen only in the 
endemic area of the Southwest, which is now known to 
include southern California, New Mexico, Arizona, 
western Texas, the Mexican border, and parts of southern 
Nevada and Utah.* During and since World War II it 
has been observed in almost every section of the country 
and is most commonly seen among military personnel 
and dependents who were stationed temporarily at one 
of the several large military training establishments in the 
endemic area. According to present knowledge, person- 
to-person spread does not occur and infection results 
from the inhalation of the chlamydospores in dust. It is 
not anticipated that epidemics will occur outside the 
Southwest. 

The etiological agent is Coccidioides immitis, one of 
the fungi imperfecti, which reproduces by the formation 
of chlamydospores or by endosporulation; the latter is 
the rule in tissues. The entry is almost always by inhala- 
tion into the lungs. If an acute inflammation occurs, the 
symptoms are those of a respiratory infection with roent- 
genographic evidence of pneumonitis. At this point, one 
of several clinical courses may ensue. It is probable that 
in at least 98% of the cases complete resolution takes 
Place, leaving the persons with a positive skin test and 
roentgenographic evidence of a small calcified spot in the 
lune parenchyma or at the hilus. Two per cent or less of 


the patients retain a focalized caseous lesion, solid or 
cavitary. The probable pathogenesis of these lesions is 
that a large dose of the microorganisms was deposited 
at one point in the lung, setting up a severe reaction with 
necrosis and caseation too great for the tissues to resolve. 
The clinical course may be that of widespread organ dis- 
semination, which happens in about | out of 1,000 cases, 
and is attended by approximately 50% mortality. Dis- 
semination may occur in three ways. The initial acute 
pneumonitis may progress slowly but inexorably to dis- 
semination. An occasional case that has apparently re- 
solved may break down, and dissemination may take 
place in the manner described by Forbus as endogenous 
pulmonary reinfection.* And finally, it is conceivable that 
dissemination may occur from a chronic focalized lesion. 

The 2% of cases in which there remains a solid or cav- 
itary localized lung lesion is the group in which we are 
interested from a surgical standpoint. It is this type of 
case that is seen outside the endemic area. At Fitzsimons 
Army Hospital, surgical therapy has been accomplished 
in 50 patients of this type. 

These patients were all young male enlisted men and 
officers, with the exception of three female civilian de- 
pendents. The oldest patient was 45, the youngest was 
18, and the average age was 29 years. In 44 patients 
there was established a definite history of recent residency 
in the endemic area. Many of the patients stated that they 
had been in dust storms. The places of residence of these 
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patients had been California (14), Texas (14), Arizona 
(9), Arizona and California (3), Arizona and Texas (2), 
Texas and California (1), and New Mexico (1). Ten 
patients had never had any symptoms of the disease; 5 
had acute symptoms only; 22 had chronic symptoms only; 
and 13 had both acute and chronic symptoms. In all, 18 
patients experienced a bout of acute pulmonary symp- 
toms, occurring while in the endemic area and indicating 


~~. we, 


Fig. 1.—On the left, Sept. 1, 1950, a typical chronic, focalized, solid 
pulmonary coccidioidal lesion, indistinguishable from tuberculoma, histo- 
plasmoma, or neoplasm. On the right, Jan. 17, 1951, in same patient the 
lesion has become cavitary. 


the initial pneumonitic stage of the disease. Among 18 
patients with acute symptoms, 13 had fever; 11, cough; 
7, pain; 4, malaise; 3, chills; 2, hemoptysis; and 2, dis- 
charge of sputum. Thirty-five patients experienced 
chronic symptoms, and were symptomatic on admission 
to Fitzsimons Army Hospital. The average duration of 
chronic symptoms was 16 months. The incidence of the 
chronic symptoms among 35 patients was cough, 31 pa- 
tients; pain, 10; hemoptysis, 9; weight loss, 9; fatigue, 7; 
discharge of sputum, 7; fever, 5; weakness, 5; and dysp- 
nea, 3. None of the patients were seriously ill. The roent- 
genogram of the chest showed a round, presumably solid 
lesion in 17 cases. Such lesions may become cavitary 
(fig. 1). Disease of the surrounding parenchyma is rarely 
visible on the roentgenogram, although slight hilar en- 
largement occasionally may be seen. In three cases the 
roentgenogram showed the appearance of apical infiltra- 
tion. On pathological examination the disease was seen 
to consist of a less well-defined solid lesion together with 
surrounding parenchymal reaction and closely associated 
daughter nodules. In 30 patients the chest roentgeno- 
gram showed a cavity. The typical coccidioidal cavity is 
usually described as a thin-walled, cyst-like, discrete 
cavity without accompanying visible parenchymal reac- 
tion, and almost all of ours were of such type (fig. 2A ). 
However, the cavity may be quite irregular and ragged 
in appearance and may reach great size. Again it is noted 
that the lesion is usually peripheral, may occur in any 
lobe, and is sometimes accompanied by slight hilar en- 
largement. 

The results of certain clinical examinations in these 
patients are depicted in table 1. The five positive bron- 
choscopic findings included stenosis, ulceration, bleed- 
ing, and purulent exudate, and they were related to the 
corresponding lobe orifice. The 67% accuracy of the 
skin test probably indicates the need for a more con- 
sistently accurate technical performance and interpreta- 
tion of this examination, since this figure should probably 
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approach 100%. A greater proportion of positive resylts 
was noted in all clinical examinations in lesions that were 
cavitary. 

As a result of study it was possible to definitely estab. 
lish the correct preoperative diagnosis in only 15 patients. 
In 13 other cases coccidioidomycosis was strongly sus- 
pected preoperatively. It is interesting to note that the 
similarity of this condition to tuberculosis resulted jp 
25 patients being treated for tuberculosis, either at Fitz- 
simons Army Hospital or elsewhere, for an average o| 
over seven months each. In 10 cases, courses of pro- 
longed antituberculous drug therapy, up to five months. 
were given. Tuberculous cavities will outnumber cocci- 
dioidal cavities several hundred to one. 

All 50 patients reported here had primary definitive 
resectional surgery. Eighteen were operated on between 
1945 and 1950, and 32 were operated on in 1951, 1952. 
and 1953. The recent marked increase in the number ot 
cases reflects an increased interest in and awareness ot 
this disease, plus a referral program and a more posi- 
tive surgical approach. A wedge resection was used for 
19 solid lesions and 6 cavitary lesions; lobectomy, for | 
and 19 respectively; segmental resection for 3 cavitary 
lesions; and lobectomy and segmental resection for ? 
cavitary lesions. The decision as to the extent of resec- 
tion was reserved pending the findings at the time of ex- 
ploration and depended on the size and location of the 
lesion, whether it was solid or cavitary, and the amount 
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Fig. 2.—Coccidioidal cavitation. A, thin wall cavity, upper lobe 0! 


left lung. B, same patient, nine months later, cavity ruptured with resultant 
pyopneumothorax. C, giant cavitation with fluid level on left and sug 
gestive solid round lesion in the lower field of the right lung. D, demon 
stration with iodized oil (Lipiodol) of bronchial communication with 4 
cavity. 


of surrounding parenchymal involvement and satellite 
nodules. There were no operative or postoperative 
deaths. 

Forty-four patients have been followed for an average 
of 31 months, varying from 90 months to 1 month. 
Thirty-seven are asymptomatic and doing full-time work. 
Five patients complain of mild nondisabling symptoms, 
chiefly chest wall pain, dyspnea, and cough, but are doing 
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fyll-time or part-time work. One patient, a physician, is 
incapacitated because of cough and chest pain. One pa- 
tient 1s still hospitalized. No follow-up is available on six 
patients. 

Forty-five patients had an uneventful postoperative 
course. Five patients had complications. One patient had 


TABLE 1.—Results of Clinical Examinations 


Bron- Sputum Sputum Skin 
choseopy Smear Culture Test 

Solid Lesions (20) 
Results positive . 
Results negative . 
Mont WOE GOW ..ccccsscccvecsee 3 4 > 4 


Per cent aecuracy.. 





Cavitary Lesions (30) 
Results positive sda ? 4 9 14 

Results negative . 23 i) 14 S 
lest not done... , 3 l 

Pe 


r cent accuracy. 








All Lesions (50) 
Results positive j 
Results negative ‘ - 3Y M6 
Test not done.... 6 4 | { 


Per cent accuracy 0 43 67 


postoperative, presumptive contralateral spread _ that 
cleared completely in seven weeks. One had recurrent 
eavitation that was treated with lobectomy and thora- 
coplasty with good results. Another had recurrent cavi- 
tation, refused further surgery, and was well and working 
81 months postoperatively. A patient with broncho- 
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Fig. 3.—Presumptive contralateral spread four days after lobectomy of 
lower lobe of left lung for large cavitation. Complete clearing occurred in 
Seven weeks, 


pleural fistula subsequently had a bronchial stump re- 
vision and lingulectomy for bronchiectasis in another hos- 
pital. This patient at present complains of incapacitating 
cough and pain. A fifth patient with bronchopleural 
fistula with mixed coccidioidal and pyogenic empyema 
Is now well. 

The case of contralateral spread was diagnosed by 
foenigenographic evidence only, and we were unable to 
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demonstrate increased serologic réaction or to demon- 
strate the organism (fig. 3, 4, and 5). Recurrent cavita- 
tion has been described by others.‘ It is our experience 
that on some occasions at least, recurrent disease is 
caused by inadequate local resection of the lesion, and 
we advise taking a generous area of apparently normal 
parenchyma en bloc with the identified lesion. Both of 
our patients with postoperative bronchopleural fistula 
and empyema have responded nicely to standard therapy. 





























Fig. 4.—Surgical specimen from patient shown in figure 3. A, bronchus 
to cavity. B, coccidioidomycosis cavity. 


We found that if the ordinary mechanical and physiolog- 
ical principles applicable in the postoperative handling 
of all thoracic surgery cases are followed, one need fear 
no specific untoward situations attributable to coccidi- 
oidomycosis. 

A complication that occurs in patients not operated 
on is rupture of a cavity into the pleural space, with 
bronchopleural fistula, pneumothorax, collapsed lung, 
and mixed empyema. We have treated five cases of this 
type by combinations of decortication, resection, and 
thoracoplasty. These cases are not included in the present 
series (fig. 2A and B). Inasmuch as the bronchopleural 
fistula in these cases is fairly large and has ragged dis- 
eased walls, extirpation of the diseased parenchyma dis- 
ease is the preferred surgical therapy. 

OBSERVATIONS 

Certain observations, made primarily at operation and 
on pathological examination, can be recorded concerning 
the general nature and behavior of these lesions. The 
solid lesions noted in 20 patients were usually discrete, 
round, firm, up to 3 cm. in diameter, found mostly in the 
upper lobes and rarely located other than immediately 
subpleurally (table 2). A few pleural adhesions were 
usually present locally, although extensive pleuritis was 





4. Moore, J. A.; Murphy, J. D., and Ward, D. E., Jr.: Lobectomy in 
Coccidioidomycosis, J. Thoracic Surg. 18: 484, 1949. 
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not seen as a rule. Satellite nodules lying subpleurally at 
a greater or lesser distance from the main lesion, usually 
in the same lobe, were observed in half of the patients. 
Adjacent parenchymal tissue reaction was usually not 
present grossly at operation, although microscopically 
diseased tissue was found 1 to 3 cm. from the main lesion 


TABLE 2.—Location of the Lesions 


Upper Middle Lower Upper Lower 
Lobe of Lobeof Lobeof Lobeof Lobe of 
Right Right Right Left Left 


Lung Lung Lung Lung Lung 
Bold WSIONS. « ........<cee 5 0 2 12 1 
Cavitary lesions......... 17 1 3 5 4 
NG s0tex +icedunnees 22 1 5 17 5 


in about one-half of the cases. Microscopic bronchial 
ulceration and ectasia was usually present. On cut section 
these lesions are of grayish color and have a firm caseous 
consistency (fig. 6). On six occasions central liquefac- 
tion had produced a small cavity, not discernible by 
roentgenographic examination. This hollowing-out proc- 
ess in the pathogenesis of a cavity is illustrated in fig. 1B, 
and it is assumed that patent bronchial communication 
is present, at least temporarily. Partial calcification was 
observed in six patients. Multiple large solid lesions were 
not encountered, although association of a solid lesion 
and cavity in the same patient was seen (fig. 2C). The 
organism is best demonstrated by tissue sections, the 
smear and culture being less successful (table 3 and fig. 
7B). In two cases mycelian forms of the organism were 
demonstrated in the caseous material in solid lesions. 
The cavitary lesions represented in 30 patients were 
usually 2 to 4 cm. in diameter but occasionally reached 
great size (fig. 2C, 4, and 5). They commonly appeared as 
discrete, round, firm, and localized masses. Pleural ad- 
hesions are often present, and moderate pleuritis is com- 
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Fig. 5.—Surgical specimen, segment of upper part of left lung, from 
second operation on patient shown in figure 3. Ragged recurrent cavitary 
coccidioidomycosis is seen. 


mon. They are almost invariably located peripherally 
with the visceral pleural surface forming a part of the 
cavity wall. Surrounding parenchymal reaction of mod- 
erate degree and satellite nodules were seen in over one- 
half of the cases. Microscopic bronchial ectasia was 
usually present near the cavity wall, and in two cases 
there was gross bronchiectasis. The cavities were found 
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predominantly in the upper lobes (73%) (table 2) 
In 27 of the 30 patients the mass was described it the 
operating table or in the fresh state in the laboratory as 
“hard,” “firm,” or a similar adjective denoting lack of 
compressibility. In three, all large irregular cavities, the 
mass was “soft,” or “elastic.” In 20, the thickness of the 
cavity wall was measured; it averaged 0.5 cm., with q 
maximum of 1.5 cm. and a minimum of 0.2 cm. Micro. 
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Fig. 6.—Cut section of a typical caseous solid lesion. 


scopically, the cavity wall usually showed considerable 
dense fibrous tissue and hyalinization, but partial calcifi- 
cation was seen only twice. In 14 patients the cavity was 
partially lined with epithelium. The epithelium was col- 
umnar in 6 patients, squamous in 3, and both squamous 
and columnar in 5. The squamous epithelium is consid- 
ered a metaplastic phenomenon. In two patients multiple, 
closely associated cavities were present. In nine patients 
the presence of acute inflammation, pus in the cavity, 
patent communicating bronchus, and symptoms of fever 


TABLE 3.—Demonstration of Organisms in Resected Specimens 


Tissue 
Section Culture Smear 


Solid Lesions (20) 
Organisms demonstrated ................. 20 5 4 
Organisms not demonstrated............. 0 13 12 
TE TL 5 <.cs cb cehuuitsewesseces see cee 0 2 4 
ee IE os 6d-ckcncwectedneedaeennes 100 28 25 


Cavitary Lesions (30) 
Organisms demonstrated ................. 2 
Organisms not demonstrated............. 4 7 16 
inns a nvaipalscinehgebbeienweuee 0 1 
76 47 


All Lesions (50) 


Organisms demonstrated ................ 46 27 18 
Organisms not demonstrated............. 4 20 -5 
cadcbvadacnidaaeneneenntiese 0 3 4 
Re , IE oivinciesnnvdgseeoes coccewes 92 57 39 


and excessive cough and sputum gave evidence that the 
cavities were secondarily infected. A definite bronchial 
communication with the cavity was demonstrated in re- 
sected specimens from 12 patients. This feature was 
sometimes noted clinically (fig. 2D). In almost ever) 
case small bronchioles, near the mass, were microscopic- 
ally found to be packed with inflammatory debris, and 
Coccidioides immitus was sometimes demonstrable 10 








Vol. 


this 
occ: 
herr 
ilar 
siOr 
exp 
pre: 
exa 
nod 


tior 
cull 
cav 
aga 
of t 
has 


dat 
cor 
the 
tur 
tive 
col 
are 
les 
the 
col 
ing 
an 
log 





it the 
TY as 
ck of 
s, the 
If the 
ith a 
icro- 


able 
cifi- 
was 
col- 
ous 
sid- 
ple, 
ents 
ity, 
ver 


1éns 


ar 


the 
ial 
re- 


ry 


ic- 
nd 





Vol. 155, No. 14 


this material. Blood vessel ulceration also was seen 
occas:onally, although no open vessels responsible for 
hemoptysis were found. Stenosis of a segmental or sim- 
ilar large bronchus has been observed. In five cases ten- 
sion cavities were present, as indicated by fluid level and 
expansion on serial roentgenographic films or by the 
presence of contained gas under pressure on pathological 
examination (fig. 2C). In four patients the hilar lymph 
nodes showed a granulomatous reaction with demonstra- 
ble organisms. To demonstrate the organisms tissue sec- 
tions again were most successful, followed closely by 
culture and smear. Mycelian forms were found in the 
cavities in 15 patients (fig. 7A). Their presence raises 
again the question of the theoretical possibility of spread 
of the disease from person to person; however, this event 
has not been observed clinically. 


COMMENT 

From the experience of others, and primarily from the 
data presented here, we have come to some preliminary 
conclusions concerning the indications for surgery of 
these focalized lesions. In almost every instance the na- 
ture of the solid lesion cannot be established preopera- 
tively, and we have the problem of the discrete solid or 
coin lesion of unknown cause. Authorities everywhere 
are now swinging away from the idea of watching these 
lesions to the program of removing them for diagnostic 
therapeutic reasons.° In an unselected series of resected 
coin lesions there will be a variety of diagnoses, includ- 
ing the various granulomas, various benign tumors, and 
an appreciable number of malignant tumors. Histopatho- 
logical and bacteriological examinations of these lesions 
are required to relieve one’s mind of the onus of an 
undiagnosed mass. After the diagnosis, treatment can 
progress intelligently, and frequently local resection con- 
stitutes all the treatment necessary. If the lesion is en- 
larging, as noted by roentgenographic examination, there 
is all the more reason to remove it. The recent observa- 
tions by Puckett concerning the identification of the 
Histoplasma capsulatum in surgically excised pulmonary 
and hilar lymph tissue has placed the lesion histoplas- 
moma in the group of frequently encountered coin lesions 
of the lung.*¢ 


In the cavitary lesions of coccidioidomycosis, collapse 
therapy measures such as artificial pneumothorax have 
not been, in our observations, successful. Those that are 
collapsed may reopen, and these cavities are noted for 
their chronic character. We have observed a cavity to 
remain open and stationary in size for nine years. Regard- 
ing dissemination from these chronic cavities, we noted 
only one clinical case that had been recorded.* We know, 
however, that lymph node involvement, bronchial com- 
munication and ulceration, and blood vessel ulceration 
occur, so that the pathways are open for lymphogenous, 
bronchogenic, and hematogenous spread. We know that 
Organisms remain viable in and can be cultured from 
these focalized lesions for up to 15 years.’ Smith states 
that the focalized lesions are potential sources of wide- 
spread infection.? Forbus, who has extensively studied 
the pathology of disseminated coccidioidomycosis, states 
that as long as one of these types of primary pulmonary 
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complex exists, the danger of dissemination of the organ- 
isms into the distal portions of the body is important.* 
On the other hand, we have not observed extrapulmonary 
dissemination as a complication of pulmonary surgery. 

For several years we considered that surgery was war- 
ranted if the symptoms were distressing. We now believe 
that the presence of cavitary lesions in the absence of 
distressing symptoms is best treated by extirpative sur- 
gery, and that the apparently solid lesions require surgery 
if the cause of such lesions is to be established. Second- 
arily infected cavities cause cough, copious discharge of 
sputum, weight loss, and bouts of fever. Hemoptysis has 
not been observed to be massive, but the frequent cough- 
ing up of a teaspoonful or so of blood has a definite 
disconcerting psychic effect. Blocked, giant, and expand- 
ing cavities should be removed for mechanical and other 
reasons. Associated lesions such as bronchiectasis, car- 
cinoma, and possibly tuberculosis constitute indications 
for surgery.* Obviously it is desirable to avoid the catas- 
trophy of cavity rupture, bronchopleural fistula, pneumo- 
thorax, empyema, and nonexpansile lung. Finally, failure 
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Fig. 7.—A, smear of contents of cavity showing the mycelian forms. 
B, tissue strain showing the typical organism lying in a giant cell. 


of bed rest, drugs, and collapse measures to obliterate 
a cavity and resolve the resultant solid lesion constitutes 
an indication for resection. 


SUMMARY AND CONCLUSIONS 


From study of the clinical and pathological findings 
presented in 50 consecutive cases of focalized pulmonary 
coccidioidomycosis treated with primary excisional sur- 
gery, we feel that extirpative surgery is the treatment of 
choice. 


465 S. Hawthorne, Winston-Salem, N. C. (Dr. Perkins). 
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RECURRENCE OF NEPHROBLASTOMA 
(WILMS’ TUMOR) EIGHT YEARS 
AFTER NEPHRECTOMY 


Le Roy W. Falkinburg, M.D. 
Maurice N. Kay, M.D. 


and 


Edmund A. Sayer, M.D., Providence, R. 1. 


Despite the grave prognosis usually associated with 
nephroblastoma (Wilms’ tumor), numerous reports have 
appeared in the literature concerning long survival of 
the patient after operation. 

Silver ' presented a series of 18 patients, 10 of whom 
were still alive and clinically well from 2% to 15 years 
after the operation. Livermore * reported a case of a 
nephroblastoma in an adult who was free of symptoms 
10 years after surgery. A patient reported on by Ladd and 
White * survived 19 years. The longest survival in God- 
dard’s * series was 16 years, and Manderville * reported 
a patient living 10 years after nephrectomy. Deming ° 
presented a 15 year survival, Jones and Price® a sur- 
vival of 14 years, and Weisel, Dockerty, and Priestly * 
recorded a patient surviving 20 years after nephrectomy, 
despite the fact that no irradiation had been adminis- 
tered. Abbe * reported a patient operated on in 1892 for 
a renal tumor diagnosed as rhabdomyosarcoma who was 
alive and well in 1912, 20 years after the operation. 

A practical consideration in evaluating any case of 
nephroblastoma is to know at what point postoperatively 
one may feel that a cure has been achieved. Nesbit and 
Adams "° reported a series of survivals ranging from 312 
to 11% years. With one exception all patients in the 
series who later died after surgery showed evidence of 
metastasis six months postoperatively. This one patient 
survived 3’ years after surgery and then presented clin- 
ical evidence of recurrence. Gahagan and Yearwood "! 
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Williams General Hospital. 

1. Silver, H. K.: Wilms’ Tumor (Embryoma of Kidney), J. Pediat. 
31: 643-650 (Dec.) 1947. 

2. Livermore, G. R.: Wilms’ Tumor in Adult: Report of 10 Year 
Cure, J. Urol. 70: 141-145 (Aug.) 1953. 

3. Ladd, W. E., and White, R. R.: Embryoma of Kidney (Wilms’ 
Tumor), J. A.M. A. 117: 1858-1863 (Nov. 29) 1949. 

4. Goddard, D. W.: Wilms’ Tumor: Analysis of 39 Cases Seen at 
Duke Hospital in Past 18 Years, South. M. J. 43: 906-909 (Oct.) 1950. 

5. Manderville, F. B.: Wilms’ Tumor, Urol. & Cutan. Rev. 54: 49-53 
(Jan.) 1950. 

6. Deming, C. L.: Prognosis and Problems in Renal Tumors, J. Urol. 
55: 571-582 (June) 1946. 

7. Jones, R. F., and Price, K. A.: Renal Tumors: Report of 24 Cases— 
1932-1948, J. Nat. M. A. 41: 143-162 (July) 1949. 

8. Weisel, W.; Dockerty, M. B., and Priestly, J. T.: Wilms’ Tumor of 
Kidney: Clinicopathologic Study of 44 Proved Cases, J. Urol. 50: 399- 
413 (Oct.) 1943. 

9. Abbe, R.: Long Lasting Cure After Removal of Sarcoma of Kidney 
in Infancy, Ann. Surg. 56: 469, 1912. 

10. Nesbit, R. M., and Adams, F. M.: Wilms’ Tumor: Review of 16 
Cases, J. Pediat. 29: 295-303 (Sept.) 1946. 

11. Gahagan, H. Q., and Yearwood, H. M.: Wilms’ Tumor: Review of 5 
Year Survivals in Literature and Report of 2 Cases, J. Urol. 62: 295-299 
(Sept.) 1949. 

12. Rusche, C.: Treatment of Wilms’ Tumor, J. Urol. 65: 950-963 
(June) 1951. 

13. Ritter, J. A., and Scott, E. S.: Embryoma of Contralateral Kidney 
10 Years Following Nephrectomy for Wilms’ Tumor, J. Pediat. 34: 753- 
757 (June) 1949. 


J.A.M.A., July 31, 1954 


reported two patients who lived 29 months after survery 
and then died of recurrence. They could find no, patient 
reported on in the literature up to that time who died of 
the disease after a five year postoperative survival. 

In the series of Ladd and White,* 20 months was the 
longest period of postoperative survival in which re. 
currence finally took place, and this occurred in only one 
instance. They regarded a postoperative survival for two 
years without symptoms of metastasis as a cure. Rusche," 
however, cited patients under his care who died 26, 33, 
and 41 months after nephrectomy. In Goddard’s series al] 
deaths occurred 19 months after operation, and he con- 
sidered survival beyond 19 months without clinical evi- 
dence of recurrence a good prognostic sign. On the other 
hand, Ritter and Scott '* cited the development of an em- 
bryoma in the contralateral kidney 10 years after ne- 
phrectomy for nephroblastoma. In view of these data, we 
feel that the following case of nephroblastoma, with an 
unusually long interval of eight years between nephrec- 
tomy and recurrence, is worth reporting. 





Fig. 1.—Photomicrograph of section of nephroblastoma removed in 1942 
from patient in case reported on 


REPORT OF A CASE 

A 7-year-old girl was admitted to the Pediatric Service of the 
Roger Williams General Hospital in July, 1942, complaining 
of a large abdominal mass with symptoms of moderate anemia. 
The symptoms were of 10 months’ duration. 

The family and personal history were noncontributory. The 
physical examination showed a poorly nourished white female 
child. A large tumor mass could be palpated that filled the left 
side of the abdomen from the diaphragm to the pelvis. X-ray 
studies indicated the presence of a large renal tumor, pre- 
sumably a nephroblastoma. Laboratory studies showed a red 
blood cell count of 2,650,000, a white blood cell count of 8,200, 
and a hemoglobin value of 8.5 gm. per 100 cc. The differential 
blood cell count showed normal results. 

At operation a large lobulated mass was seen that replaced 
the left kidney, filled the left side of the abdomen from dia- 
phragm to pelvis, and extended slightly beyond the midline. 
Numerous adhesions and the vascularity of the tumor made its 
removal difficult. After removal of the tumor there was no 
evidence of metastasis. 

Pathological examination showed a mass weighing 1,280 gm. 
and measuring 20 by 15 by 12 cm. It was surrounded by a 
capsule that could be stripped off to a large extent. Many 
nodular protrusions were present on the surface; some were 
large and smooth, and others were smaller and puckered. On 
the cut surface the general nodular structure of the tumor tissue 
was apparent. True renal tissue could not be detected, even in 
the periphery, and the entire mass appeared to be neoplastic. 
About 5 cc. of renal vein was connected at the hilum, and this 
structure was also distended by tumor tissue. 
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Microscopically (fig. 1) there were innumerable small abortive 
tubular Structures composed usually of one layer of cuboidal 
cells. These tubular structures, which dominated the picture, 
were set in cellular undifferentiated tissue, the cells of which 
ranged from spindle to polyhedral in shape. Mitosis was seen 
frequently. Section of the renal vein (fig. 2) showed invasion of 
the wall by neoplastic tissue. The diagnosis was nephroblastoma 
with invasion of the renal vein. Postoperatively, the child re- 
ceived irradiation totaling 1,800 r. 

The child remained asymptomatic for eight years. In October, 
1950, as a result of a diffuse phlegmon, a fecal fistula appeared 
in her left loin. This episode was associated with fever, pain, 
and symptoms of bowel obstruction. On admission to the hos- 
pital in October, 1950, her temperature was 102 F, there was 
abdominal distention, and a fecal fistula was found in the left 
loin. X-ray studies showed obstruction of the colon in the 
descending portion of the splenic flexure. By the injection of 
jodohippurate sodium (Hippuran) into the fistulous tract, the 
tract was seen to extend medially, anteriorly, and slightly down- 
ward, communicating with a loop of small intestine on the left 
side of the abdomen. Laboratory studies indicated a moderate 
anemia with an elevated sedimentation rate (37 mm. per hour). 

The patient was discharged in November, 1950, and was re- 
admitted in February, 1951, complaining of rectal bleeding and 
abdominal distention. A barium enema showed a point of partial 
obstruction about 2 in. above the left iliac crest with scalloping 
of the outer aspect of the crest that suggested extrinsic pressure 
in the area. There was no evidence of metastasis in the lungs. 
4 definite mass now could be palpated in the left loin. 

An exploratory operation was performed through the previous 
nephrectomy scar. A hard mass of a nodular nature was felt in 
the left colon. To this was attached a retroperitoneal mass the 
size of a tangerine, which was firmly fixed to the abdominal wall. 
Along with a segment of colon it was resected, and an anastomo- 
sis was made between the lower sigmoid and the transverse colon. 

Pathological examination showed an irregularly shaped, soft, 
pliable, pinkish-white mass of tissue measuring 12 by 8 by 
3 cm. A segment of large bowel, which measured 11 cm. in 
length, coursed over the mass. Its mucosa was pinkish-white 
and tense, with numerous small nodularities caused by the im- 
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Fig. 2.—Photomicrograph showing invasion of renal vein by nephro- 
blastoma, 1942. 


pingement of tumor tissue from without. There was an ulcerated 
area measuring 4 by 4 cm., and section through this ulcer dis- 
played replacement of the intestinal wall by soft, pinkish-white 
tumor tissue. On section, the remainder of the specimen was 
obviously neoplastic, presenting a cut surface that was soft, 
pinkish, and mostly homogeneous. Histologically this recurrent 
tumor was composed of the same two elements found in the 
Original lesion, and its pattern was similar except that the 
recurrent mass was less differentiated (fig. 3). The patient was 
discharged as improved in February, 1951. 

She was readmitted in December, 1951, with ascites, severe 
pain in the left shoulder, and an abdominal mass on the right 
‘ide. From this point on through two subsequent admissions to 
the hospital, despite a total of 6,600 r of roentgen irradiation 
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and various supportive and palliative measures, the patient's 
clinical course was progressively downhill and she died April 27, 
1952, at 17 years of age. An autopsy was not done. 


COMMENT 
For many years the profession has adhered to the 
teaching that a five year survival without evidence of 


recurrence in a case of a malignant growth constitutes a 
clinical cure; however, physicians who have occasion to 





Fig. 3.—Photomicrograph showing recurrence of nephroblastoma in 1951. 


see many of these patients are frequently impressed with 
recurrences after 10 or more years. This situation is par- 
ticularly striking in our case: recurrence of this type of 
tumor three years after nephrectomy is very uncommon, 
and recurrence five years after nephrectomy is a rarity. 

In our case the long symptom-free interval is particu- 
larly surprising, considering the size of the tumor, the 
technical difficulties encountered in its removal, and 
above all, the fact that malignant tissue had penetrated 
the lumen of the renal vein and invaded its wall. 


SUMMARY 

A case of nephroblastoma (Wilms’ tumor) is pre- 
sented that developed in a girl 7 years of age. She re- 
mained symptom-free for eight years after operation, at 
which time local recurrence took place. Death occurred 
10 years postoperatively. 

A review of the literature shows that recurrence of 
nephroblastoma after three years is very uncommon and 
after five years extremely rare. This extraordinarily long 
asymptomatic interval is surprising in view of the fact 
that the tumor was very large and difficult to remove and 
that the renal vein had been invaded by tumor tissue. 


825 Chalkstone Ave. (Dr. Falkinburg). 





Coronary Disease.—lIts greatest incidence is in the early fifties, 
when men equipped by experience and training should yield 
their greatest contribution to industrial progress, and any avoid- 
able loss must be eliminated. Every case must be individually 
assessed, and you must steadily avoid the far too common and 
equally ignorant assertion that the manifestation of coronary 
disease marks the end of a man’s useful working life. ...A 
man may do in safety anything he can do in comfort, and he 
is well advised to remain active within his limits of comfort- 
able exertion, rather than sink into himself and lead a life of 
invalidism. If he remains active, I believe that the development 
of the collateral circulation is assisted by the increased blood 
flow which accompanies effort, whereas it is probably hindered 
by the stagnating blood flow of ill-advised rest.—U. L. Brown, 
Heart Disease, in Industry, The Medical Journal of Australia, 
Feb. 13, 1954. 
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ACUTE BRONCHOPNEUMONIC HISTO- 
PLASMOSIS FOLLOWING EXPOSURE 
TO INFECTED GARDEN SOIL 


John H. Kier, M.D., Memphis, Tenn. 
Charlotte C. Campbell, B.S., Washington, D. C. 
Libero Ajello, Ph.D., Chamblee, Ga. 


and 


Wheelan D. Sutliff, M.D., Memphis, Tenn. 


Only a few years have elapsed since histoplasmosis was 
considered to be a rare and invariably fatal disease. It is 
now generally appreciated that histoplasmosis gives rise 
to a wide spectrum of clinical entities varying from mild 
and subclinical cases, through acute and chronic benign 
pulmonary and systemic febrile illnesses, to the malig- 
nant systemic form of the disease that was formerly most 
frequently reported. It was recently shown by Emmons ' 
that Histoplasma capsulatum exists in soil and that var- 
ious wild and domestic animals are infected by this fun- 
gus. Epidemiological studies strongly indicate a pulmo- 
nary mode of infection in man. A review by Grayston 
and Furcolow * points to the inhalation of the spores of 
H. capsulatum from soil in a variety of sites. The case 
presented below is one in which garden soil was demon- 
strated as the source of the patient’s acute histoplasmosis. 


REPORT OF A CASE 


A 26-year-old white married man, a bank teller, was admitted 
to the Veterans Administration Medical Teaching Group 
Hospital on Nov. 8, 1952. His health was excellent until five 
days before admission, when he awoke with a slightly sore 
throat and an ache in the anterior part of the chest. Later that 
day generalized aching, malaise, and a severe occipital headache 
that extended down the posterior part of the neck developed. 
The next day he was seen by his family physician, who told him 
that he had fever. Therapy with 250 mg. of chlortetracycline 
(Aureomycin) four times a day was begun. This medication was 
continued over the four days preceding admission, without effect 
on the fever and with only partial alleviation of the headache. 
By the second day, however, the sore throat had disappeared. 

The patient revealed that about 10 days prior to the onset 
of his illness he had received from a local farmer a load of soil 
that he used in flower beds around his home. He sifted this soil 
in shovelfuls through an inclined screen and recalled that the 
soil was quite dry and dusty and contained chicken feathers. 
He also remembered inhaling a considerable amount of the dust. 

The history was not revealing. Except for having had 
pneumonia in early childhood, the patient had always been in 
very good health. There was no familial tuberculosis and no 
history of tuberculosis contact. Physical examination showed 
remarkably little except for an oral temperature of 101 F. He 
had a pulse rate of 94 beats per minute and a blood pressure 
of 120/70 mm. Hg. There was no dyspnea or cyanosis, and 
ihe patient did not appear to be in any particular distress. No 
nuchal rigidity was present, and the neurological examination 
showed normal results. He had no injection of the conjunctivas 
or mucous membranes and no lymphadenopathy. The lungs 
appeared normal on percussion and auscultation, and dia- 
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phragmatic movements were good. Examination of the heart 
showed no abnormalities. The abdomen was soft and without 
palpable masses or tenderness. No hepatomegaly or spleno- 
megaly could be detected, and there was no evidence of jaundice 
or petechiae. The remainder of the physical examination was 
within normal limits. 

Laboratory examinations showed only slight abnormalities. 
Initially the white blood cell count was 8,600 per cubic milli. 
meter of blood with 32% polymorphonuclear leukocytes, 56% 
lymphocytes, and 6% monocytes. Four days later it had risen 
to 12,900 per cubic millimeter of blood, but the differentia] 
count at that time had reverted to normal. The initial sedj- 
mentation rate (Wintrobe) was 19 mm. per hour, corrected: the 
rate later rose to 32 mm. per hour. The total serum protein 
was 7.5 gm. per 100 cc. with the albumin fraction 3.5 gm. per 
100 cc. and the globulin 4.0 gm. per 100 cc. 

Other laboratory studies were unrevealing. Serologic tests 
for syphilis were negative. Urinalysis showed normal results. 
The hemoglobin estimation showed 16.2 gm. per 100 cc., and 
the red blood cell count was 5,130,000 per cubic millimeter of 
blood. Cerebrospinal fluid was obtained on admission and was 


Roentgenogram of patient reported on taken on seventh day of illness. 
Diffuse mottled infiltrations are seen throughout the lung fields. 


found to be normal. Blood cultures on the 7th and 13th days 
of illness showed no growth. Agglutinations for typhoid O, 
typhoid H, paratyphoid A, paratyphoid B, Brucella, tularemia, 
and Proteus OX-19 were negative on the 10th day of illness. 
Cold agglutinations on the 42nd day also showed normal results. 
Cultures of gastric washings obtained on the 14th, 15th, and 
16th days of illness showed neither acid-fast bacilli nor fungi. 
Liver function tests (serum bilirubin, thymol turbidity, and pro- 
thrombin time) on the 15th day of illness were normal. 

A roentgenogram of the chest taken on the seventh day after 
onset (see figure) showed diffuse mottled infiltrations of varying 
densities appearing to involve the entire pulmonary tissue of 
both lungs. Roentgenograms of the hands and feet were normal. 

The course of the disease was mild, but clearing of the 
pulmonary infiltrations was prolonged. Despite antibiotic 
therapy the patient continued to have fever from 100 F to 
103 F until the 17th day of the illness. Procaine penicillin G 
(Wycillin) therapy was begun on the eighth day and continued 
for three days; a total of 1,800,000 units was given. Oxytctra- 
cycline (Terramycin) therapy was begun on the 12th day of the 
disease and continued for 7 days; a total of 14 gm. was given. 
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Afte: the 12th day of disease the patient felt entirely well, but 
he was Observed until the 44th day of disease. At the time of 
his discharge, a roentgenogram of the chest showed partial 
clearing of the pulmonary infiltrations. The white blood cell 
count was normal, the sedimentation rate was 9 mm. per hour, 
and the albumin-globulin ratio had returned to normal. During 
a follow-up examination one month later the patient was found 
to have gained 15 Ib. (6.8 kg.) in weight, and the nodular 
densities had completely disappeared from the chest roentgeno- 
gram. When last seen, on Dec. 16, 1953, 13 months after onset 
of the illness, he had remained free of symptoms. The chest 
roentgenogram was clear; no areas of calcification had appeared 
at the sites of pulmonary infiltrations. 

Indirect evidence of the relationship of H. capsulatum to the 
infection was obtained by skin tests, serologic tests, and myco- 
logical examination of the garden soil. Skin tests using purified 
protein derivative (PPD) 1 and 2, histoplasmin, heat-killed 
Blastomyces dermatitidis vaccine, and coccidioidin were nega- 
tive on the 12th day of disease and on the 44th day of the 
disease. However, when the patient was seen at follow-up 79 
days after onset, the histoplasmin skin tests had become defi- 
nitely positive, with edema measuring 0.9 by 1.0 cm. and 
erythema measuring 1.3 by 2.0 cm. in the greatest diameter at 
48 hours. Serologic tests were reported as shown in table 1. 

Cultures for pathogenic fungi were carried out only after 
return of the patient’s temperature to normal, and no positive 
results were obtained. Gastric washings for culture were per- 
formed on the 14th, 15th, and 16th days of disease. The sternal 
bone marrow obtained on the 18th day was cultured. Bronchial 
washings obtained on the 23rd day of disease also showed no 
positive results. 

In view of overwhelming evidence that soil is the source of 
infections by H. capsulatum, a soil specimen was obtained from 
the patient’s flower beds on March 20, about five months after 
his exposure. This proved to be positive for H. capsulatum. 
Four months later, samples of soil were obtained from five sites 
on the farm of the yardman who had supplied the soil to the 
patient. At this same time two additional samples were gathered 
from the patient’s flower beds. One of the five samples collected 
at the farm and one of the two from the patient’s flower bed 
yielded H. capsulatum. 

It is of interest that a neighbor exposed to garden soil from 
the same source also became ill. She was a 38-year-old house- 
wife who received dry loam from the farmer at the same time 
as did the patient reported on above. She recalled that the rich 
garden loam was dusty and that she inhaled and choked on the 
dust as she was scattering the loam. Approximately two to three 
weeks later she had an acute febrile illness that lasted for three 
weeks with temperature to 105 F that very closely paralleled 
the illness described by our patient. Her physician took no chest 
roentgenograms and did no other specific diagnostic studies. 


TABLE 1.—Serologic Findings 


Days After Onset of Infection 
a — _ — — — ee 


7 17 23 7 
Antigen and Test (11/10/52) (11/20/52) (11/26/52) @ 19 53) 


Histoplasma yeast phase com- 

plement fixation 1:128 1:128 1:128 
Histoplasmin ecollodion agglu- 

tination 15 1:12 1:13 1:16 
Blastomyces yeast phase com- 

plement fixation 1:16 1:16 1:8 


Coecidioidin Negative Negative Negative Negative 


Eight months later, when we learned of her illness, soil was 
collected from two sites in her yard, but H. capsulatum could 
not be recovered from either sample. Serologic studies on this 
patient’s serum were negative. The results of the soil studies 
are summarized in table 2. 


The procedure employed to recover H. capsulatum 
from the soil samples is, basically, the one developed by 
Stewart and Mayer * for the isolation of Coccidioides im- 
mitis from soil. However, certain changes have been made 
in their technique by Emmons ¢ and Ajello and Runyon.* 
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The presently used procedure involves the following 
manipulations. About 10 cc. of each thoroughly mixed 
soil sample is vigorously mixed with 30 cc. of sterile iso- 
tonic sodium chloride solution. Five cubic centimeters 
of the supernatant is removed after a one hour minimal 
period of settling. An intraperitoneal injection of 1 cc. 
of the supernatant is made into each of four mice. Strep- 
tomycin, 1,000 units, and penicillin, 12,500 units, are 
administered intraperitoneally over a period of five days 
to each mouse to prevent death from any pathogenic bac- 


TaBLE 2.—Mycological Examination of Soil 


Sample Date of 

No. Nature of Site Collection Tsolate 
Flower bed at home of patient 
Flower bed at home of patient 18/53 H. capsulatum 
Flower bed at home of patient 18/53 
Soil under shrubs used as chicken 19/53 

roost on farm 

Soil under haystack on farm 19/53 
Soil under locust tree on farm 19/53 
Soil behind old barn on farm 19/53 
Soil under shed on farm 19/53 
Neighbor's flower bed 21/53 
Neighbor’s flower bed 21/53 


3/20/53 H. capsulatum 


3 
7 


teria present in the soil. The mice are killed eight weeks 
after inoculation with the soil suspension, and small 
pieces of liver and spleen are cultured in duplicate tubes 
in a neutral dextrose-peptone-agar mixture with a pH of 
7.0 (dextrose, 1 gm.; neopeptone, 1 gm.; penicillin, 40 
units per cubic centimeter; streptomycin, 20 units per 
cubic centimeter; agar agar, 2 gm.; and distilled water, 
100 cc.). The tubes are incubated at 25 C with periodic 
examination for the presence of pathogenic fungi over a 
period of six weeks. 
COMMENT 

The diagnosis of acute benign histoplasmosis has usu- 
ally been made through the observation of groups of 
persons who were exposed to the inhalation of infected 
material and who manifested similar, usually mild, sys- 
temic symptoms of infection, often associated with pul- 
monary infiltrations, confirmed by the observation of the 
development or the presence in convalescence of specific 
serum antibodies and specific skin tests to histoplasmin 
and by the identification of H. capsulatum in the material 
that was inhaled. All of the above features were present 
in the course of this case and its laboratory investigation. 
Only two persons were known to have been exposed, and 
indirect evidence of infection by H. capsulatum was ob- 
tained from one of the two who were exposed and were 
ill. A relatively high level (1:128) of complement fixing 
antibody to H. capsulatum was demonstrated as early 
as the 7th day, and this persisted through the 77th day 
after onset. Collodion agglutination values with histo- 
plasmin were also elevated during this period. As is com- 
mon with serums from histoplasmosis cases, cross reac- 
tions with blastomycosis antigens were noted in the com- 
plement fixation test. However, none of these serums 
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fixed complement with coccidioidin. The serologic tech- 
niques employed are described in earlier reports.° 

Skin tests using PPD 1 and 2, histoplasmin, coccidi- 
oidin,’ and a heat-killed vaccine of B. dermatitidis were 
performed. These were negative on the 12th day and 
again on the 44th day after onset; however, on the 79th 
day the reaction to histoplasmin was strikingly positive. 
The dermal reaction’s change from negative to positive 
is in keeping with the experience of others who have used 
the skin test to follow the course of acute pulmonary his- 
toplasmosis. At this point it should be noted that serum 
antibodies were demonstrated by both the complement 
fixation and collodion aggiutination tests before the first 
histoplasmin skin test was made. The positive serologic 
titers obtained on the 23rd day also preceded the devel- 
opment of dermal sensitivity to histoplasmin. In this case, 
therefore, the possibility of any stimulating effect of skin 
testing on antibody response can be discounted, since 
antibody levels were high before skin tests were per- 
formed. 

The sources of infection described in epidemics of his- 
toplasmosis have some points of similarity and resemble 
that described for the case reported above. The inhala- 
tion of dusty material in abandoned houses, dusty silos, 
storm cellars, and chicken coops is characteristic of most 
reports, as noted by Grayston and Furcolow ° and by 
Englert and Phillips. In many of those epidemics, 
chicken or pigeon excreta were found at the point of ex- 
posure. Zeidberg and others * had similar experiences in 
the study of farm soils in Tennessee. Random dirt sam- 
ples taken from various locations on farms in Tennessee 
showed that 1.6% contained H. capsulatum, while in 
samples taken from chicken houses and chicken yards the 
organism was isolated from 13.7%. However, very few 
chickens showed signs of antibody production or infec- 
tion with H. capsulatum. It seems likely that chickens 
are not carriers but that areas frequented by them favor 
the development of H. capsulatum. The observation of 
our patient that the garden soil that he manipulated con- 
tained feathers, indicating probable contamination with 
chicken excreta, and the subsequent finding of H. cap- 
sulatum in the soil beneath chicken roosts at the source 
of the material are consistent with the experience of 
others. 

The experiences of these two patients differed from 
all others reported in that they were exposed to a material 
commonly used by gardeners and commonly transported 
to noninfected areas. Instead of a disease confined to 
groups of persons entering on or working at a remote or 
unfrequented infected site, it is apparent that smaller 
groups of persons may be exposed during a common pro- 
cedure about the house. It is also apparent that previously 
uninfected areas may be infected and remain infected 
through a winter season of at least nine months. Further 
reports may demonstrate the number of such cases. It 
is suggested that physicians inquire about exposure to 
garden soil in cases of bronchopneumonia such as those 
described above to find the incidence of this type of ex- 
posure as a cause of disease. The danger of infecting new 
areas with H. capsulatum and the danger of exposing new 
persons should be considered in gardening. 


CONCLUSIONS 


In a case of acute, multifocal pulmonary histoplas- 
mosis, recovery was complete. In this case, the patient 
showed a delayed skin sensitivity. The source of infection 
from the soil was demonstrated. We wish to call attention 
to the apparent frequency of dust inhalation as the mode 
of infection in this type of histoplasmosis and to suggest 
that in obscure types of acute febrile and pulmonary 
disease this factor be investigated and soil cultures per- 
formed, if indicated. There is a potential hazard of sift- 
ing garden dirt in areas where histoplasmosis is common, 
Since the organism is highly infectious, care should be 
exercised in obtaining and handling suspected dirt 
samples. 
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UNUSUAL ROENTGENOGRAPHIC DATA 
IN UNILATERAL RENAL APLASIA 


Renato R. Espinosa, M.D. 
and 
Michael T. Mahoney, M.D., Newark, N. J. 


A survey of the literature discloses that aplasia of the 
kidney is not a very rare disorder and has often been 
reported. The embryology, types, clinical aspects, and 
pathological characteristics have been presented in detail 
in several excellent papers,’ and these points will be 
omitted. The following case is reported in view of an 
erroneous diagnosis made because of an unusual feature 
found in presacral pneumography,* a diagnostic aid for 
the visualization of the retroperitoneal organs. This fea- 
ture was not observed in the intravenous urogram or the 
retrograde pyelogram. 


REPORT OF A CASE 


A 19-year-old housewife was admitted to the urologic depart- 
ment of the Harrison S. Martland Medical Center on Aug. 29, 
1953, complaining of severe pain in the left costovertebral angle 
associated with nausea and fever of two days’ duration. For 
many years intermittent pain had been present in this area, but 
at no time had it caused any definite disability. 

The history was inconsequential except for a brief febrile 
episode at the age of 4 years. Aside from the pain in the left 
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costo. ertebral area, the patient had been entirely free of urologic 
compiaints. There had been no weight loss. An appendectomy 
had been performed in August, 1949. 

The physical examination showed a well-developed and well- 
nourished woman in no apparent distress. The blood pressure 
was 120/70 mm. Hg, temperature 100 F, pulse rate 90 beats per 
minute, and respirations 20 per minute. The heart and lungs 
showed no abnormalities. Definite tenderness and a sense of 


Fig. 1.—Pneumogram and urogram taken after introduction of oxygen 
into the presacral areolar tissue. On the right, the normal-appearing right 
kidney is seen, and on the left, the shadow simulating an enlarged kidney 
in the left renal fossa is seen. 


resistance were present in the left lumbar region, although the 
kidney could not be felt. The right kidney was not tender or 
palpable. The liver and spleen were not enlarged. 

Routine urine examinations showed normal results except for 
a trace of albumin and occasional white blood corpuscles. A 
bladder urine culture was sterile. Examination of the vaginal 
discharge showed many pus cells but no gonococci or tri- 
chomonas organisms. The blood Wassermann reaction was 
negative. The blood urea nitrogen level was 10 mg. per 100 cc. 
The hemoglobin level was 7.5 gm. per 100 cc. The red blood 
cell count was 2,350,000 per cubic millimeter, and the white 
blood cell count was 5,400, with 52% polymorphonuclear leuko- 
cytes and 48% lymphocytes. 

Intravenous urography showed good function and normal 
appearance of the right kidney. On the left side, however, no 
renal shadow was demonstrated and there was no output of 
the contrast medium. Cystoscopic examination showed a normal 
bladder mucosa. The trigone was symmetrical. Both ureteral 
orifices appeared to be normal. The right ureter was catheterized 
without difficulty, and clear urine in peristaltic drip was obtained. 
A routine culture and a culture for acid-fast organisms from 
the right kidney were reported as negative. On the left, all 
catheters failed to pass beyond a distance of 17.5 cm. A kidney, 
ureter, and bladder roentgenogram showed the tip of the right 
ureteral catheter at the level of the kidney pelvis and the left 
ureteral catheter at a point opposite the lower border of the 
fourth lumbar vertebra. Subsequent studies with chromocystos- 
copy showed no excretion of indigo carmine, injected intra- 
venously, from the left ureteral orifice in 20 minutes. The dye 
was excreted in high concentration from the right orifice in four 
minutes, 


Bilateral retrograde pyelography was attempted. The pyelo- 
gram of the right kidney showed normal results. On the left 
side no pyelogram was obtained, but the retrograde ureterogram 
showed a ureter of normal caliber, which tapered off and ended 
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at a point opposite the lower border of the fourth lumbar 
vertebra. Contrast medium injected through a Braasch bulb 
inserted into the left ureteral orifice under pressure regurgitated 
into the bladder. 7 

Hoping to secure additional information, we carried out 
presacral pneumography by introducing oxygen into the pre- 
sacral areolar tissue in conjunction with intravenous urography. 
The right renal silhouette was clearly visualized, and the contrast 
medium was promptly and adequately eliminated from the right 
kidney. Of special interest was the presence of a shadow simu- 
lating that of an enlarged kidney in the left renal fossa, which 
was not previously demonstrated on either the intravenous 
urogram or the retrograde pyelogram (fig. 1). The left supra- 
renal gland was well delineated. There was diffusion of oxygen 
around the medial, superior, and inferior borders of the shadow 
in the left renal fossa but not around its lateral border. It was 
strongly felt that this shadow was that of a nonfunctioning, 
hydronephrotic left kidney secondary to ureteral obstruction by 
a nonopaque calculus, stricture, or kink with adhesions on its 
lateral border, and exploratory operation was advised and 
accepted. 

On Sept. 16, 1953, with the patient under general anesthesia, 
the left lumbar region was exposed by the usual curved lumbar 
incision. Despite thorough exploration and repeated palpation 
of the renal fossa, no kidney was found. The suprarenal gland 
appeared normal and was found in the normal location. Palpation 
of the spleen showed it to be normal in size. Dissection was 
carried downward. The iliac fossa was also explored for the 
presence of renal tissue, but none was found. The left ureter was 
adherent to the surrounding structures from which it was freed, 
mobilized, and traced upward. It was found to be attached by 
fibrous connective tissue to a lipomatous mass in the renal fossa. 
There was no renal pedicle, although some rudimentary vessels 
were present at the medial limit of the mass. These were 
clamped, and the ureter and the mass were removed together 
(fig. 2). 

The postoperative course was uneventful. The patient was 
relieved of the pain in the region of the left kidney and left the 
hospital two weeks after the operation with no complaints. The 
pathologist reported that the specimen consisted of a mass of 
fatty tissue and ureter. Dissection of the mass showed a small 
amount of renal tissue, grossly normal in shape, and connected 
to the ureter by a slender fibrous connective tissue. The renal 
tissue weighed 18 gm. and measured 4.5 by 2.5 by 1.8 cm. The 
cut surface showed a thin fibrous cortex. The renal markings 


Fig. 2.—Lipomatous mass containing aplastic kidney measuring 4.5 
by 2.5 by 1.8 cm., with ureter attached, removed from left renal fossa. 
The minute kidney, identified by arrows, has been cut sagitally to show the 
areas of whitish elastic tissue. 


were not clearly shown. Tiny areas of whitish elastic tissue were 
present in the medulla. The pelvis could not be identified. The 
ureter, measuring 7 cm. in length, was patent up to its proximal 
attachment to the fibrous connective tissue. The ureteral wall 
was markedly thickened. 

The histological examination showed, in what appeared to be 
kidney tissue, irregular tubules varying in size. These tubules 
were surrounded by old fibrovascular tissue. Some of them were 
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dilated and lined by flattened epithelium and contained hyaline 
casts. There were many cysts filled with hyaline material. There 
was no evidence of any glomeruli. The wall of the ureter was 
markedly thickened by old fibrovascular tissue containing 
lymphocytes and eosinophilic infiltration. The muscle coats were 
disoriented and hypertrophied. The diagnosis was aplastic kidney 
and chronic ureteritis.* 


SUMMARY AND CONCLUSIONS 

In a case of true unilateral renal aplasia, presacral 
pneumography showed a shadow in the left renal fossa 
not previously seen on the intravenous urogram or the 
retrograde pyelogram. An error was made in the pre- 
operative diagnosis because of the pneumogram. It is 
our opinion that presacral pneumography in renal 
aplasia, as demonstrated in this case, can give a very mis- 
leading result and can easily obscure the preoperative 
diagnosis. 

116 Fairmount Ave. (Dr. Espinosa). 


3. Dr. Samuel A. Goldberg was responsible for the preparation and 
interpretation of the microscopic sections. 


RECURRENT TUBERCULOUS MENINGITIS 
REPORT OF A CASE 


Archibald L. Hoyne, M.D., Chicago, 
Jerome H. Diamond, M.D., South San Francisco, Calif. 


and 


Allen Schultz, M.D., Chicago 


Among the commoner forms of meningeal infection, 


tuberculous meningitis continues to be the most resistant 
to modern treatment. Even for those patients who survive 
the early stages of the disease there can be no assurance 
that a complete recovery will be accomplished. If treat- 
ment is discontinued too soon a relapse may occur. When 
streptomycin is prescribed for a period of several months, 
there may be damage to the eighth cranial nerve that 
results in serious impairment or even complete loss of 
hearing. In addition it has been asserted that a resistant 
strain of tubercle bacilli may develop and streptomycin 
become ineffective. Some patients who appear to make 
a satisfactory recovery will perhaps show later that they 
are subnormal mentally. Others may have a residual 
paralysis or paresis. 

It is nearly seven years since the patient described 
below first entered the contagious disease department 
of Cook County Hospital. She has come periodically to 
the hospital for examination and continues to be in a 
state of good health. Furthermore, after her final dis- 
charge from the hospital she married and now has three 
robust, healthy children, none of whom show any clinical 
evidence of tuberculous infection and all of whom have 
negative Mendel (Mantoux) tests. 


A Negro girl, 15 years of age, was admitted to the contagious 
disease department of the Cook County Hospital on Oct. 17, 
1947. She complained of severe headache for two months, pain 
in the back for one week, and a stiff neck for one day. For three 
weeks prior to admission she had been confined to bed and had 
been vomiting “almost constantly.” During that period she had 
lost a great deal of weight, although the exact amount was not 
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known. She had experienced the usual childhood diseases }yt 
had no recent acute illness prior to onset of the present syinp- 
toms. There was no known history of tuberculosis contact. 

Physical examination showed a lethargic Negro girl who 
complained of being dizzy when she changed position. She 
vomited once during the examination. The temperature was 
102.4 F rectally, pulse rate 80 beats per minute, and respiration 
28. There was moderate nuchal rigidity; the lungs and heart were 
normal on examination. Flexion of the back was limited: the 
Kernig sign was seen. The remainder of the examination was 
noncontributory. 

A lumbar puncture showed clear spinal fluid, the Pandy test 
showed globulin (2+-), and the cell count showed 185 cells per 
cubic millimeter, 98% of which were polymorphonuclear cells, 
The glucose level in the fluid was 48 mg. per 100 cc., and the 
protein level was 52 mg. per 100 cc. Our impression was that 
tuberculous meningitis probably accounted for the illness, not- 
withstanding the preponderance of polymorphonuclear cells in 
the spinal fluid. An emergency chest roentgenogram showed 
miliary tuberculosis of the lungs (fig. 1). Smears, cultures, and 
guinea pig inoculations of the spinal fluid were reported negative 
for tubercle bacilli. 


Fig. 1.—Roentgenogram of chest of patient in case reported on taken in 
October, 1947, showing miliary tuberculosis. 


Streptomycin therapy was instituted, and 0.2 gm. was given 
intramuscularly every three hours. For one week the symptoms 
persisted and the temperature ranged up to 103 F. On Oct. 24, 
1947, the patient became more comfortable and the headache 
ceased. A second spinal puncture showed clear fluid, Pandy test 
1+, and 840 cells per cubic millimeter, of which 55% were 
polymorphonuclear cells and 45% lymphocytes. A_ pellicle 
formed on the fluid on standing. The glucose level was 60 mg. 
per 100 cc., and the protein level was 72 mg. per 100 cc. Mendel 
tests in strengths of 1:10,000 and 1:1,000 were negative. Histo- 
plasmin and coccidioidin skin tests were negative. The patient 
continued to show improvement, and the temperature gradually 
subsided to normal. Neck and back rigidity became less marked, 
and the Kernig and Brudzinski signs were not seen. A third 
lumbar puncture on Nov. 15, 1947, released xanthochromic 
fluid with 85 cells per cubic millimeter (75% lymphocytes and 
25% polymorphonuclear cells). The glucose level was 60 mg. 
per 100 cc. On the same day a chest roentgenogram showed 
marked clearing of the miliary process. On Jan. 18, 1948, the 
streptomycin therapy was discontinued; the patient had received 
it for a period of 90 days. She was afebrile and asymptomatic. 
The miliary picture in the lungs had cleared completely. She 
was discharged Feb. 12 after 119 days’ hospitalization. 

The patient was readmitted to the hospital on March 30, 
1948, about six weeks after her first discharge. The complaints 
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causing her return were two days of vomiting, some generalized 
weakness, pain in the lower back, stiff neck, and severe head- 
ache of two weeks’ duration. 

Physical examination showed an alert, cooperative patient not 
acutely ill or in any obvious pain. Her temperature was 97.2 F 
rectally, pulse rate 78 beats per minute, and respirations 16. The 
only abnormal finding was a moderately (+2) stiff neck. A spinal 
tap showed fluid of slightly ground-glass appearance, the Pandy 
test showed globulin (2+), and the cell count was 425 per cubic 
millimeter, predominantly lymphocytes. The glucose level was 
60 mg. per 100 cc., protein 390 mg. per 100 cc., and chloride 
634.4 mg. per 100 cc. A roentgenogram of the chest taken 
March 31, 1948, showed no evidence of infection with acid-fast 
bacilli (fig. 2). 

The complaints, including stiffness of the neck, persisted with 
no relief given by symptomatic treatment. On April 4, 1948, it 
was decided to institute another 90-day course of therapy. Daily 
medication was started with 1.6 gm. of streptomycin and 0.5 cc. 
of 1% procaine administered intramuscularly. The headache 
continued unabated. Vomiting became severer, and the patient 
was unable to retain either food or liquids. Her temperature had 
fluctuated daily but never rose above 101 F rectally; however, 
within two days after streptomycin therapy was begun, the tem- 
perature receded to normal and remained there. Nevertheless, 
by April 9 the patient’s condition had become very poor. She 
was having hallucinations and apparent diplopia and seemed to 
be going downhill rapidly. She was given fluids intravenously, 
and the administration of streptomycin intramuscularly was 
continued. 

On April 16, 1948, a second spinal tap was done. The fluid 
was slightly turbid, the pressure was within normal limits (no 
manometric readings were taken), the Pandy test was 2+, and 
a count showed 420 cells per cubic millimeter, about 80% 
lymphocytes. Tryptophan was present (1+). The glucose level 
was 72 mg. per 100 cc., and the protein level was 310 mg. per 
100 cc. About this time (17 days after the second hospital ad- 
mission) there was evidence of a slow, steady improvement, 
although there were occasional episodes of nausea, vomiting, 
and headache. During this hospital stay, the patient also had 
several mild upper respiratory infections, otitis media, and tooth- 
ache, all of which responded to symptomatic or specific treat- 
ment or both. The spinal fluid examinations showed a gradual 
approach toward normal, and the patient continued to improve 
clinically. Previous nausea, headaches, and vomiting ceased, 
and the stiffness of the neck was entirely absent. 

Laboratory studies done during this hospital stay included 
frequent urinalyses, which showed consistently normal results; 
complete blood counts, which showed normal results; and spinal 
fluid Wassermann tests, which were repeatedly negative. Speci- 
mens of spinal fluid and blood were sent to our laboratory and 
to the Illinois state laboratories for direct smear studies, cultures 
(concentration method), guinea pig inoculation, and virus studies. 

Streptomycin levels were obtained for blood as well as for 
the spinal fluid after the two final lumbar punctures. Samples 
obtained May 19, 1948, showed the level in the blood to be 
2.5 meg. per cubic centimeter and in the spinal fluid 2.5 mcg. 
per cubic centimeter. On June 24, the level in the blood was 
2.5 mceg., while the level in the spinal fluid was zero. 

An audiogram early in June, after two months’ therapy with 
streptomycin, disclosed a moderate hearing loss in the high 
range above the range of the normal voice. Clinically, the patient 
exhibited no difficulties in hearing. The last lumbar puncture 
taken at the patient’s second admission was done on June 24. 
The fluid was clear and colorless; there was apparently normal 
pressure; and the Pandy test showed globulin (2+). The cell 
count had declined to 75 per cubic millimeter, predominantly 
lymphocytes; the glucose level was 50 mg. per 100 cc., protein 
128 mg. per 100 cc., and chlorides 717.6 mg. per 100 cc. 

On July 3, 1948, the final streptomycin injection was given. 
The patient appeared clinically well and was discharged with 
instructions regarding convalescence and follow-up evaluation. 
On July 13 a culture of the spinal fluid that had been taken 
June 24 was reported positive for Mycobacterium tuberculosis. 
The patient was seen periodically in our outpatient department; 
she remained well and asymptomatic. She returned to school and 
carried out full activities. She was admitted to the hospital for 
spinal fluid studies on Aug. 18, 1948. At that time she appeared 


RECURRENT TUBERCULOUS MENINGITIS—HOYNE ET AL. 


1235 


to be in excellent health and had gained 13 Ib. (5,896 gm.) since 
being discharged on July 3. Lumbar puncture showed a clear 
fluid; pressure was normal; the Pandy test showed a trace of 
globulin; there were no cells or tryptophan in the fluid; the 
glucose level was 67 mg. per 100 cc. and protein 52 mg. per 
100 cc.; smear studies, cultures, and guinea pig inoculations 
showed negative results. 

On Aug. 26, eight days after the last lumbar puncture, the 
patient entered the hospital again. This was her third admission, 
and she was admitted because of headache and sleepiness for 
four days and inability to move the left arm for two days. 
Physical examination showed temperature 98 F, pulse rate 60 
beats per minute, and respiration 24; the eyes, heart, and lungs 
were normal. No meningeal signs were present. There was 
paresis of the left arm. The tendon reflexes were normal, except 
for a questionable Babinski sign on the right. Lumbar puncture 
showed clear fluid, normal pressure, Pandy test 1+, cell count 
8 per cubic millimeter, tryptophan present, glucose level 82 mg. 
per 100 cc., and protein 68 mg. per 100 cc. The patient remained 
lethargic. There were transient neurological findings. She was 
treated symptomatically until Sept. 21, 1948, when a lumbar 
puncture showed clear fluid, the Pandy test showed globulin 
(3+), the cell count was 260, mostly lymphocytes, the glucose 
level was 58 mg. per 100 cc., and the protein level was 260 





Fig. 2.—Roentgenogram of chest of patient taken in March, 1948, show- 
ing no evidence of infection with acid-fast bacilli. 


mg. per 100 cc. It was felt there was a recurrence of the 
tuberculous meningitis, and the patient was started on another 
course of streptomycin administered intramuscularly, 1.6 mg. 
daily. With this treatment there was a distinct improvement in 
her condition, but from time to time she had marked psycho- 
logical changes and would occasionally go into an acute de- 
pression. Otherwise she appeared fairly normal. After 100 days 
of streptomycin treatment, a lumbar puncture showed clear 
fluid, globulin (1+) by the Pandy test, 29 lymphocytes, glucose 
level 55 mg. per 100 cc., and protein 82 mg. per 100 cc. The 
patient was well clinically and was again discharged Sept. 29, 
1948. 

The patient remained well, and at the end of six months a 
lumbar puncture disclosed fluid that was normal in all respects. 
In August, 1949, she became pregnant and several months later 
entered the obstetric department of Cook County Hospital. 
There the advisability of performing a therapeutic abortion was 
considered because of the tuberculosis history; however, it was 
decided not to interrupt the pregnancy. The patient had an un- 
eventful prenatal course and was delivered by cesarean section 
in May, 1950, of a normal, full-term male infant. She again 
became pregnant, and in 1951 she delivered vaginally a full- 
term, normal male infant. A third full-term baby, a girl, was 
delivered in 1952, 
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The patient and children have been followed at Cook County 
Hospital, and up to the present time the mother has remained 
asymptomatic in regard to her tuberculous condition. All the 
children have had repeated Mendel tests, which were negative, 
and chest films, which were normal. 


Of further interest is the fact that since her last hospitalization 
for meningitis the patient contracted syphilis and received 
penicillin treatment; and in March, 1952, she was hospitalized 
for infectious hepatitis, from which she made a good recovery. 


COMMENT 

We believe this case is of particular interest for the 
following reasons. First, it appears to be one of the most 
prolonged instances of therapy with complete recovery 
from tuberculous meningitis since the introduction of 
streptomycin. Second, it shows that tuberculous menin- 
gitis can be cured without resort to intrathecal medica- 
tion. Third, it shows that recurrences do not necessarily 
mean that recovery is hopeless—they only mean that 
treatment should again be instituted most vigorously. 
Fourth, the fact that this patient has subsequently under- 
gone three successive pregnancies with no breakdown 
of either the pulmonary or central nervous system lesions 
strongly suggests that healed tuberculous meningitis need 
not be a contraindication to pregnancy. 

Recently in a review of the treatment of tuberculous 
meningitis at the Mayo Clinic, Douglass ' stated that the 
intrathecal administration of streptomycin now has been 
abandoned by most physicians. This assertion is note- 
worthy, because at the time that our patient was being 
treated without intrathecal therapy there was general 
insistence that streptomycin must be given intraspinally 
for tuberculous meningitis. 

During the past year a great deal of attention has been 
directed to the value of isoniazid in the treatment of 
tuberculous meningitis. Anderson, Kerr, and Landsman * 
used this drug orally for seven patients in addition to the 
administration of streptomycin intramuscularly and in- 
trathecally. Although favorably impressed by the action 
of isoniazid, these authors did not suggest that this drug 
alone should provide adequate therapy for tuberculous 
meningitis. 

One of the most remarkable reports that has come to 
our attention is that of Torres-Gost,* who treated 100 
patients with tuberculous meningitis with only six deaths. 
Since, however, the 94 survivors had lived less than one 
and one-half years when reported on, it would be im- 
portant to know more about their future progress. The 
plan of treatment adopted was a combination of the 
administration of streptomycin intramuscularly, isonia- 
zid orally, and isoniazid intrathecally. The report states 
that in the initial group the patients altogether had re- 
ceived about 55 intrathecal injections, and that after 
more than 12,000 such injections, no intolerance or dif- 
ficulty in carrying out the therapy has been observed. 

Much more in conformity with our opinions * are the 
views expressed by Fletcher.’ This investigator made a 
scientific study of the action of isoniazid as a remedy for 
tuberculous meningitis and of the related levels of isoni- 
azid in the cerebrospinal fluid. He states that high cere- 
brospinal fluid isoniazid levels do not necessarily imply 
similar levels in the extracellular spaces of the brain or 
indicate high therapeutic activity,” and in conclusion 
he states that the findings in the investigation suggest 
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that administration of isoniazid intrathecally is unnec. 
essary.’ At Cook County Hospital,* intrathecal therapy 
for any form of meningitis was abandoned by one of ys 
(A. L. H.)*® many years ago. 

It is our intention to continue a follow-up of the patient 
reported on and of her children. The only “recovered” pa- 
tients with tuberculous meningitis we have observed dur- 
ing a considerable period are the ones who received no 
intrathecal medication. 


428 Oakdale Ave. (Dr. Hoyne). 
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PRESENTATION OF CASE 
Edwin F. Hirsch, M.D., Chicago 


A white man, aged 30, entered St. Luke’s Hospital on 
Dec. 9, 1951, complaining of having had an upper re- 
spiratory infection with fever for two or three weeks that 
did not subside with treatment. He also had a history of 
rheumatic fever for the preceding 10 years. 

Physical Examination.—The patient was well devel- 
oped, well nourished but dyspneic, and while lying in bed 
had marked cyanosis. His blood pressure was 120/80 
mm. Hg; his pulse was 120; and his respirations were 
32 per minute. His temperature was 103.6 F. Coarse 
rales were heard in both lungs. The heart was slightly 
enlarged to percussion, and there was tachycardia. Aus- 
cultation revealed ventricular extrasystoles every fourth 
beat, a grade | systolic murmur, and a snapping second 
sound over the pulmonic region. The liver extended 3 
cm. below the costal margin and was extremely tender. 
The upper quadrants of the abdomen were tender 
throughout. 

Laboratory Findings.—The erythrocyte count was 
3,710,000 and the leukocyte count was 33,750 per cubic 
millimeter, with a differential count of 69% polymor- 
phonuclears,6% lymphocytes,4% monocytes, and 21% 
band forms. The serologic test for syphilis was negative. 
The urine was acid and had a specific gravity of 1.005. 
75 mg. per 100 cc. of albumin, and no sugar. The urit- 
ary sediment contained a few hyaline casts and a few 
leukocytes and bacteria. 
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Course.—The patient received sedatives, diuretics, 
and a low-residue cardiac diet and was placed in an oxy- 
gen tent. He became disoriented, and his temperature 
rose. A blood culture taken on Dec. 10 was sterile. The 
patient died on Dec. 11, 1951. 


Fig. 1.—Marked chronic fibrous endocarditis with stenosis of the mitral 
valve and mural thrombus of the dilated left auricle. 


ANATOMIC DIAGNOSIS 

Chronic calcified fibrous endocarditis of the mitral 
valve of the heart (mitral stenosis ); mural thrombosis of 
the left auricle of the heart; marked dilatation of the right 
auricle of the heart; atrophy of the right kidney second- 
ary to old renal artery thrombosis; compensatory hyper- 
trophy and fibrous infarcts of the left kidney; marked 
passive hyperemia and edema of the lungs; and bilateral 
hydrothorax. 

The body of this man weighed 200 Ib. (90.7 kg.) and 
was 178 cm. long. The peritoneum contained about 200 
cc. of a clear yellow fluid, the right pleural space about 
1,000 cc. and the left pleural space about 300 cc. Both 
of the lungs were firm and expanded. The lining of the 


, 


Fig. 2.—Atrophic right kidney and the compensatorily hypertrophied 
left kidney with retracted fibrous infarcts. 


aorta had slight fatty changes. The enlarged heart weighed 
610 ym.; the right auricle, auricular appendage, and ven- 
tricle were markedly dilated. The myocardium of the 
tight ventricle was 1.3 cm. thick. The tricuspid leaflets 
had slight fibrous thickenings. The circumference of the 
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dilated tricuspid ring was 14.8 cm. There was a marked 
fusion. and fibrous thickening, with focal calcification of 
the leaflets of the mitral valve. The rounded mitral valve 
opening was only | cm. in diameter (fig. 1). The chordae 
tendinae were thickened by fibrous tissues. A mural 
thrombus on the posterior wall of the dilated left auricle 
was 6 cm. in diameter and 1.2 cm. thick. It did not extend 
into the pulmonary veins. The leaflets of the aortic valve 
were thin; the circumference of the ring was 7.7 cm. The 
myocardium of the left ventricle along the septum behind 
was 1.4 cm. thick. Surfaces made by cutting this and the 
septum consisted of firm, red-brown fibrillar tissues show- 
ing marked cloudy swelling. The shrunken right kidney 
measured 6 by 3.5 by 2 cm. and weighed 20 gm. Its cap- 
sular surface had many retracted scars. The left kidney, 
compensatorily hypertrophied, measured 14 by 8 by 6.5 
cm. and weighed 300 gm. (fig. 2). The capsular surface 
had many deeply retracted fibrous scars. The spleen 
weighed 290 gm. and had old fibrous and several recent 
infarcts. The liver weighed 2,420 gm. and showed the 
changes of a chronic passive hyperemia. The lungs were 
edematous, the right lung weighing 1,650 gm. and the left, 
1,240 gm. The other viscera showed only the changes of 
chronic passive hyperemia. 


COMMENT 


Gilbert H. Marquardt, M.D., Chicago 


The patient herein described had all the cardinal signs 
and symptoms of cardiac decompensation. His history 
of rheumatic heart disease extended over a 10 year pe- 
riod. The last illness supposedly began two or three 
weeks prior to hospitalization and consisted of an upper 
respiratory tract infection with a temperature of at least 
103.6 F. The blood pressure was 120/80 mm. Hg; the 
pulse rate was 120 beats per minute. A grade | systolic 
murmur was noted, but we are not informed as to the 
murmur’s location or its direction of radiation from the 
point of maximum intensity. The heart was described as 
slightly enlarged; yet, at autopsy a markedly enlarged 
heart was found. The rhythm was described as “tachy- 
cardia—auscultation revealed ventricular extrasystoles 
every fourth beat.” The liver was described as being only 
3 cm. below the right costal margin, which is surprising 
since its weight was almost twice average. In view of all 
of these discrepancies between the physical and autopsy 
findings, one is concerned that the patient was too ill to 
be examined as closely and carefully as he should have 
been had his condition permitted. Correlating the find- 
ings at autopsy with the usual course of events in mitral 
stenosis, it is highly probable that the cardiac rhythm 
was rapid auricular fibrillation. This assumption is val- 
uable in explaining the atrial thrombus and arteriolar 
infarcts. It would also explain the absence of an apical 
presystolic murmur, without which it is difficult to make 
a clinical diagnosis of mitral stenosis in a patient in whom 
the rhythm originates in the sinus. The laboratory evi- 
dence of anemia, leukocytosis, and albuminuria with 
hyaline casts strongly suggests a subacute or acute bac- 
terial endocarditis, especially in the presence of only one 
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normal blood culture. The history of the onset of the 
last illness is compatible with this possibility, but it was 
not found at autopsy. The anemia and leukocytosis must, 
then, have occurred secondary to pneumonitis associated 
with the cardiac decompensation. The urinary findings 
may be explained on the basis of decompensation, since 
albuminuria and a few hyaline casts commonly occur 
with passive hyperemia of the renal cortex and medulla. 
The urinary findings are not likely to have occurred sec- 
ondary to renal infarction, since red blood cells were not 
present in large numbers and no recent infarcts were 
described at autopsy. 

The final diagnosis on a clinical basis must therefore 
be rheumatic heart disease with calcific mitral valvulitis 
(stenosis), cardiac decompensation, and, probably, bron- 
chopneumonia. The exclusion of bacterial endocarditis 
could not be absolute on a clinical basis in this patient, 
since there was only a two day observation period before 
his death and only one blood culture was obtained. 
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THE PSYCHIATRIC ASPECTS OF OBESITY 
Henry W. Brosin, M.D., Pittsburgh 


Extensive practical experience supported by careful labora- 
tory studies has demonstrated that most overweight patients are 
not obese as a result of an organic disease. The specialists in 
this field have clarified the diagnostic problems to such an extent 
that if the basic medical history, physical examination, and 
laboratory tests do not give positive evidence of an organic 
disease, it is most unlikely that there is a hidden physiological 
disorder present. This knowledge enables the general practitioner 
to approach the management of the grossly overweight patient 
with full confidence that his key problem is control of the 
intake of food. Proper allowances must be made for age, height, 
body build, and lifelong habits of eating. Slavish adherence to 
height-weight tables that purport to give ideal norms is unreal- 
istic, since the inadequacy of these tables has been shown. Every 
patient deserves an individual evaluation in terms of his own 
body constitution and life history. The commonplace, moderate 
excess weight occurring in puberty and in comfortable middle 
age, especially in those persons with a predisposition to gain 
weight, is frequently seen in those with a pyknic habitus, who are 
examples of persons whose overweight is not necessarily related 
to emotional disturbances. 

Therefore, some knowledge of why the person wants to re- 
duce will be imperative. The strength of the motives for this 
wish may not always be a simple matter to ascertain. If the 
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pressure is almost solely from outside sources, such as family 
pressure to lose unsightly fat, employer pressure to reduce jp 
order to conform to company standards, or response to acyer. 
tising threats, the physician must help the patient decide whether 
the wish to reduce is a reasonable one in the light of ai! the 
factors involved. By various means of reducing caloric intake. 
more or less loss of weight is inevitable, but the effects are 
often only temporary and hardly worth all the effort in the 
mind of the patient. If, on the other hand, the patient is definitely 
obese so that the discomfort and inefficiency becomes distress. 
ing to the patient as well as to others in the environment and 
repeated efforts at reducing food intake have been ineffectual, 
then the physician can plan another reducing regimen. This 
would also take into consideration the emotional need to eat. 
the anxieties and frustrations that make eating essential, the 
barriers to reducing intake, and methods of supporting the pa- 
tient during the painful periods of deprivation. Before describ. 
ing some specific treatment measures it might be worth while 
to review some principles of physiology. 

Walter B. Cannon! amplified the thesis of Claude Bernard 
that the body has numerous self-regulatory mechanisms in 
order to insure its own stabilities. Appetite, hunger, and thirst 
are typical examples “of other arrangements in the organism 
which operate for the welfare of the individual or the race.” 
Cannon realized, however, that much human behavior is learned 
rather than automatic, and its goals are not always immediately 
apparent to the observer. While most persons have obscure 
regulators to prevent too much intake, the obese patients ob- 
viously have different levels of satiation or sensations of having 
had enough. Current psychiatric belief holds that compulsive 
overeating is a meaningful process to attain a goal. The goal 
may be hidden from conscious thought and may seem to be 
thoroughly unreasonable to common-sense values even after it 
is uncovered by careful study. Strange as it may seem, the appar- 
ently improbable fact that self-damaging habits are serving a 
strong purpose in the patient’s economy is the central fact 
around which the therapist can plan his reducing program. 
Much of the concrete evidence supporting this thesis will not 
be obvious for many months. The physician can embark on his 
investigation of these factors after his initial estimate of the 
situation following the preliminary physical examination and 
history taking. By gentle inquiry over a series of visits, since 
one cannot expect much from a single confrontation of the 
direct question and answer type, the physician will gradually 
be able to build up a clinical picture from the various bits of 
information, both verbal and nonverbal, that he obtains and 
thus be better abie to answer the questions: “What is this patient 
attempting to accomplish?”; “What does he want most?”; “What 
is he afraid off?”; “What is he guilty about?”; “What causes 
him to be depressed or morbid, and how does he handle it?”; 
and “What is he most hostile about?” During the course of the 
treatment and the interviews, it is often possible to discern pat- 
terns of activity that give one the clue to why the patient is 
Overeating as a means of satisfying various inner needs. 

The physician can estimate the relative severity of the pa- 
tient’s conflicts in terms of one of the four categories described 
by Dr. W. W. Hamburger *: (1) overeating as a response 10 
nonspecific emotional tensions; (2) overeating as a substitute 
gratification in intolerable life situations; (3) overeating as symp- 
tom of an underlying emotional illness, especially depressions 
and hysteria; and (4) overeating as an addiction to food. Patients 
who use the mechanisms of the first two classes are relatively 
amenable to the treatment measures that are used by all phy- 
sicians in their total care of the patient. The third class may 
require psychiatric consultation or, in severe cases, referral to 
a psychiatrist. Since there are more trained psychiatrists now 
in many sections of the country, it is worth while for a general 
practitioner to become acquainted with one in or near his com 
munity in order to obtain advice in puzzling cases. Psychiatrists 
have learned to arrange for systematic consultations from re 
spected senior members, and this practice might be used by 
other physicians. The fourth group of patients who use food 
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as other patients use drugs are usually sick enough to require 
intensive psychiatric treatment. Sometimes they need hospitali- 
zation because of uncontrolled behavior under stress. A few 
patients will make suicidal attempts so that the depressive com- 
ponent is a constant threat in severe phases of their illness. 

Psychiatric experience with obese patients shows a wide 
variety of conflicts and psychiatric syndromes.* While many pa- 
tients have some features in common, it is unsafe to generalize 
about common factors in the single case. Every patient is an 
individual whose life patterns are distinctive for him. It is best 
for the physician to permit the patient to reveal as much of 
his own patterns as possible and not depend on descriptive 
formulas that may be only partially applicable to the patient 
ynder consideration. When the patient first comes for help, both 
physician and patient act as if the patient has a strong wish to 
reduce. Later it becomes obvious that some obese patients simply 
cannot deny themselves food no matter what social pressures 
are being exerted on them. The physician from the outset 
attempts to support the patient’s wish to reduce and make the 
mechanics of eating fewer calories as comfortable as possible. 
The emotional input from the doctor to the deprived patient 
is an actual part of the management. The use of special regi- 
mens for checking weights, diets, laboratory tests, serial photo- 
graphs, and charts for dramatic portrayal of weight changes are 
all useful methods for giving the patient the added attention 
required during periods of distress. If the patient falters from 
time to time, both the patient and the physician act as if they 
can overcome the forces that caused the lapse. This common- 
sense method is often successful in patients with strong in- 
ternal motivation to reduce. The doctor need not be either 
surprised or angry if he finds that in more severe cases the 
patients cannot refrain from excessive intake, nor will they tell 
the truth when questioned. Cheating on diets without reporting 
the facts to the physician is not uncommon and must be regarded 
as another barrier to treatment that must be overcome by per- 
sistent skill. It will be remembered that the susceptible patient 
faces many temptations to eat if he goes out socially to cocktail 
and dinner parties or picnics, and that he is often ridiculed if 
he attempts to abstain. The external pressures from friends and 
the family severely compound the inner struggle between the 
wish to be thin and the hidden internal rewards that come with 
overeating and large size. The deep-seated nature of this strug- 
gle may not appear until the patient has been following a diet 
for several weeks and finds himself more anxious and tense from 
the increased threats that come with the weight loss. The phy- 
sician must be prepared for the failures and increased tension 
or depression that come after the first period of seeming success. 
Clinical judgment must be used to avoid putting the patient 
under too much pressure by exhortation, threats, promises, and 
ridicule, or the patient will show more severe symptoms even 
if the weight loss is continuous for a limited time. Many patients 
will follow a diet in a rigid, strict manner until they cannot 
lolerate the loss. Some patients relapse into their old eating 
habits or have a period of severe emotional distress after com- 
jleting a strict reducing regimen, thus calling our attention to 
he persistence of the inner motivation to be overweight. 

The contrast between the patient’s sincere intention to lose 
weight and the inner resistances to giving up the satisfactions 
of taking in food or of being large is often puzzling to an ob- 
server. Some obese persons regard their enlarged body as a 
fortress against a hostile world. It may also be a symbol of 
independence or strength (especially in rebellious adolescents) 
or importance, It may be an intimidation to enemies and a mask 
for emotions. In some girls it has been found to be a symbol 
of a wished-for pregnancy, but the obese state can also be used 
4 ameans of discouraging suitors and depreciation of their 
femininity. Obesity may help the patient live a more passive 
lif, so that he risks less in open competition with others and 
consequently is less anxious. These and similar conflicts may 
be discovered by means of sympathetic interviewing, in which 
the patient is given freedom to talk, and by direct observation 
of the patient’s activities. The physician must devote time, 
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energy, and a genuine, warm sensitivity to the patient’s needs 
in order to detect the purpose behind the eating. 

The difference between the rewards of being large and those 
of ingesting food as an act in itself has been suggested. Most 
of us like to eat good food and can appreciate those satisfac- 
tions that come with a good dinner. Many well-adjusted per- 
sons know that they can improve their mood if they are dis- 
couraged about their current difficulties on a job if they have 
a drink and an attractive meal. Many obese persons have dis- 
covered that food acts as a sedative for them when they are 
anxious, downhearted, angry, disappointed, or blocked on a 
project. If external circumstances improve so that the patient 
receives “satisfactions” from other persons, then the need for 
food ingestion diminishes. This may help explain why obesity 
is a self-limiting disorder in many cases, and also why remark- 
able “cures” are possible when circumstances permit a favor- 
able realignment of the patient’s activities. It may also help 
to explain the success of the social clubs formed by obese per- 
sons, modeled on Alcoholics Anonymous, because these organi- 
zations offer much companionship and realistic support from 
persons who have intimate appreciation of the powerful inner 
drives to overeat. 


The reciprocal relations between anorexia and obesity have 
been studied with more intensity recently, and the observations 
made add important components to our understanding of these 
mobile states. In some psychoses it has long been known that 
patients will starve themselves because of delusional ideas of 
unworthiness or of food as poison. A severely depressed patient 
may overeat because of a delusional belief that he is magically 
devouring his enemies and gaining strength or power. Some 
nonpsychotic obese persons eat too much as a constant means 
of gaining reassurance that they are really loved on the basis 
that as infants we learn that to be loved is to be fed; there- 
fore, “If he loves me, he will feed me” or “If he really loves 
me, he will love me even if I am fat.” Rarely do we see an 
obese patient who has mastered a system for not eating and 
continues to starve herself into a severe state of anorexia ner- 
vosa. These severe cyclic disorders reveal motives that help us 
understand somewhat better the more customary eating dis- 
orders. Occasionally one can see the change from an obese 
to an anorexic state due to changes in the home-job relations 
or the activity of a therapist. As these experimental situations 
are better defined by repeated trials, we will know much 
more specific ways for treating food disorders. It is very im- 
pressive to see the alteration from the obese to the anorexic 
state and back again under relatively “controlled” conditions. 


In closing, it might be worth while to stress the theme that 
physicians should be extremely cautious about weight reducing 
programs for patients in middle life. Many of them are hard- 
working men and women who unfortunately receive relatively 
little satisfaction from their families or their jobs. These per- 
sons may be highly successful and important in their work but 
use intakes of various kinds to give them pleasure. If one takes 
away smoking, food, and alcohol from such a delicately bal- 
anced person, one has the obligation to put something con- 
structive in its place. For two years I have seen patients who, 
fearing cancer, have stopped smoking. In some men this has 
resulted in considerable weight gains up to 40 lb. Now they 
dread the consequences of the added weight. This is an example 
of the equivalence between one set of activities and another. 
Depressive states with irritability are rather common in reducing 
programs, but mild projections are also seen. The patient may 
find that reading, television, or movies (visual intake) are accept- 
able substitutes. Other means may be found in sports, hunting, 
sailing, gambling, and fast motor cars. If appropriate equivalent 
activities are not found, the patient, his family, and his business 
associates are put under stress. The physician can help the 
patient by assisting in the correction of the unbalance and re- 
storing a “steady state” by means of acceptable satisfactions. 





3. Brosin, H. W.: The Psychology of Overeating, Barr, D. P., and 
others: Overeating, Overweight and Obesity, Proceedings of the Nutrition 
Symposium Held at Harvard School of Public Health, Boston, Oct. 29, 
1952, New York National Vitamin Foundation, 1953, pp. 52-72. 
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Editor for Medical Literature Abstracts GEORGE HALPERIN, M.D. reasonable wae. 2. The phenomenal PeCgrees of the in 
: Sana health insurance industry makes federal intervention not er 
Assistant Editor . ... . . » WAYNE G. BRANDSTADT, M.D. only unnecessary but a dangerous intrusion into a suc. st 
cessful area of private enterprise. Such intervention T 
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Cable Address . . . « . « « « « « “Medic, Chicago” health insurance coverage. 3. “Reinsurance” would not ac 
make health insurance more attractive to persons who di 
can afford to pay premiums and have not done so. It m 
would not make health insurance available to the indigent ge 
THE PROFESSION’S OBJECTIONS TO unless the government provides a subsidy for the purpose If 
GOVERNMENT “REINSURANCE” of selling insurance for less than the cost of servicing the re 
It is not at all surprising that the general public and contract. 4. The program, without subsidy, would not to 
the medical profession are confused by the pros and cons reduce the cost of insurance, nor would it make health 
that have been voiced concerning the “reinsurance” pro- insurance available to any additional groups OF geo- or 
posals introduced in Congress at the request of the ad- graphic area that voluntary insurers cannot reach. 5. sis 
ministration. “Reinsurance,” a technical term, has been Most insurance authorities agree that the extent of health At 
distorted as it has been used to define current legislation. insurance liability is such that a federal reinsurance pro- an 
Recent pronouncements by the administration and the gram is absolutely unnecessary. 6. The measures would ga 
heated debate last week in the House of Representatives place extensive regulatory power in the Secretary ol ur 
also suggest that a restatement of the general purposes Health, Education, and Welfare. The concentration and hy 
of the bills and the stand of the medical profession is in delegation of such authority and control over a vital ep 
order. branch of American industry in an executive department ad 
The two bills, H. R. 8356 and S. 3114, dealing with of the government without clear and convincing evi- : 
this subject were introduced by the chairmen of the dence of need cannot be justified. " 
House Interstate and Foreign Commerce Committee and It is encouraging to note that the members of the h 
the Senate Labor and Public Welfare Committee, re- House of Representatives also believe that the proposal . 
spectively, at the request of the administration. Briefly, requires further study and deliberation. On July 13 they ‘. 
these bills would do two things. First, they would author- voted 238 to 134 to recommit H. R. 8356 to the Inter- Ca 
ize the Secretary of the Department of Health, Educa- state and Foreign Commerce Committee. As long as to 
tion, and Welfare to conduct studies and collect and Congress is in session the House bill and the companion nes 
disseminate information concerning the organizational, bill, S. 3114, will remain a threat. aby 
actuarial, operational, and other phases of health service ter 
prepayment plans and their carriers. This information be 
and advice would be distributed, on application, without TREATMENT OF PANCREATITIS of 
charge. Second, the bills would authorize the Depart- ALONG WITH DIABETES gre 
ment of Health, Education, and Welfare to issue a form a ma 
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which they are needed.” permanent islet cell damage or by precipitating clinical an 
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with authorities in the health insurance field. Officers of marked, requiring intensive insulin therapy. Should vas- tro 
the Association and members of the staff have met with cular lesions develop as a result of many years 0! 
representatives of the Department of Health, Education, diabetes, these would chiefly affect the type and amount the 
and Welfare and at the White House with administra- of fluid replacement, especially if renal or coronary artet) firs 
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Acute interstitial, acute hemorrhagic, or necrotic pan- 
creatitis represent degrees of severity in acute pancre- 
atitis. The assistance of the surgeon is always desirable, 
as the patient often is first seen with an acute condition 
within the abdomen that requires surgery. If the diag- 
nosis of pancreatitis appears certain and operation is not 
immediately indicated, the patient should still be consid- 
ered critically ill. Surgical intervention during the acute 
stage of pancreatitis should be avoided if at all possible. 
There is no place in this stage of the disease for explora- 
tory surgery; however, when a perforated peptic ulcer, 
acute cholecystitis, or other acute intra-abdominal con- 
dition indicates operation, it should be performed im- 
mediately. If a specific lesion is found and the patient’s 
general condition is good, definitive surgery is performed. 
If not, increased pressure in the biliary system may be 
relieved by cholecystostomy and, rarely, choledochos- 
tomy. 

Bed rest, omission of oral intake, and gastric suction 
or passage of a Miller-Abbott tube, in the event of per- 
sistent vomiting or increasing distention, are indicated. 
Atropine, methantheline (Banthine) bromide, or other 
anticholinergic preparations reduce secretion of acid 
gastric contents and may reduce sphincter spasm. Meas- 
ures to control pain include meperidine (Demerol) 
hydrochloride, or, in the intractable cases, continuous 
epidural block. Penicillin and streptomycin are usually 
adequate, but chlortetracycline (Aureomycin) or other 
broad spectrum antibiotics are occasionally preferred. 
Shock requires administration of blood or serum albu- 
min. Fluid intake should consist of isotonic sodium 
chloride solution, glucose being limited until the diabetes 
is controlled. Thereafter it should be given in amounts 
to maintain nutrition, usually 150 to 250 gm. per day. 
Calcium salts to combat hypocalcemia and vitamin K 
to correct hypoprothrombinemia are _ occasionally 
needed. Localized cysts may need removal, and intra- 
abdominal accumulations of purulent or necrotic ma- 
terial require incision and drainage. Oral feeding should 
be resumed only after ileus has ceased. Administration 
of liquids is started cautiously, soft foods are added 
gradually, and finally a bland diabetic diet low in fat 
may be tolerated. 

When the patient has recovered from the acute episode 
the prevention of recurrence is most important. These 
measures are the same as are indicated in chronic pan- 
creatitis. In chronic pancreatitis, treatment consists of 
prophylaxis of recurrent acute attacks, control of pain, 
and management of complications, such as jaundice, 
steatorrhea, and flare-up of the diabetes. Elimination of 
peptic ulcer, gallbladder disease, or biliary tract obstruc- 
tion and infection is necessary. Alcohol must be avoided. 
The diet should contain moderate carbohydrate, 150 to 
250 gm., about 1.5 gm. of protein per kilogram of normal 
body weight, and fat restricted in accordance with the 
degree of steatorrhea. Pancreatin may be used to aid in 
absorption. Insulin is given in amounts sufficient to con- 
‘ol hyperglycemia and glycosuria. 

Pain may be so severe and prolonged that in its relief 
there is danger of narcotic addiction. Its control should 
first center on the prophylactic program outlined above. 
If this has been done and pain is unchecked, then sym- 
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pathectomy, splanchnicectomy, pancreatectomy, or 
sphincterotomy with or without intubation of both pan- 
creatic ducts may be carried out; however, each of these 
more drastic surgical procedures should be done ad- 
visedly and followed by a period of careful observation. 
This latter period is used to allow maximal improvement 
resulting from surgery and adherence to the conservative 
measures. The final impetus needed to overcome pain 
and narcotic addiction may be supplied by correcting the 
patient’s environmental or emotion problems. It is certain 
there is no single answer to intractable pancreatitis. 
Combining all of the measures mentioned above is ne- 
cessary, whether or not diabetes mellitus is present. 


ACUTE APPENDICITIS 


The death rate from acute appendicitis has decreased 
for a number of reasons, chief of which are (1) early 
diagnosis and operation, (2) public awareness of the 
dangers of acute abdominal pain, (3) decreased use of 
purgatives for acute abdominal pain, (4) improved pre- 
operative preparation and postoperative management, 
and (5) the use of antibiotics. In spite of the decreased 
death rate, many deaths occur each year from acute ap- 
pendicitis. These deaths are preventable.' The popular 
impression, unfortunately assumed by many physicians, 
that danger has been removed from appendicitis has 
resulted in a false sense of security. The continuing mor- 
tality from acute appendicitis is chiefly due to failure to 
realize how frequently its manifestations are atypical. 

Analysis of a large series of cases shows that the pro- 
portion of atypical attacks is highest in patients with gan- 
grene, rupture, or abscess of the appendix. This may be 
interpreted as indicating that these complications oc- 
curred because the patient did not have typical signs and 
symptoms. Boyce * points out that pain is not always the 
first symptom of the acute attack; the location of the pain 
may vary widely; fever is not necessarily present; local- 
ized tenderness, although the most constant finding, is 
not always present; rigidity is not essential for the diag- 
nosis, especially in elderly patients; and leukocytosis may 
be absent. Acute appendicitis is frequently overlooked 
when associated with other diseases, and atypical attacks 
are especially likely to occur in patients with obstructive 
acute appendicitis; in children, elderly patients, and preg- 
nant women; when the disease is preceded by trauma; 
and when the course is modified by the use of antibiotics. 

Rees * states that expectant or conservative treatment 
should never be used in acute appendicitis because in 
uncomplicated cases the mortality from operation can- 
not be improved by such methods, whereas these 
methods are likely to lead to complications and hence to 
a poorer prognosis for the patient. Although antibiotics 
may benefit patients with peritonitis, they do not cure 
acute suppurative appendicitis. If these facts were better 
understood, the mortality rate from appendicitis could 
be reduced appreciably and fewer accounts of compli- 
cated cases would appear in the literature. 





1. Boyce, F. F.: The Role of Atypical Disease in the Continuing 
Mortality of Acute Appendicitis, Ann, Int. Med. 40: 669-693 (April) 
1954. 

2. Rees, W. S.: Fatal Appendicitis: The Decline in Mortality, Lancet 
2: 1199-1203 (Dec. 20) 1952. 
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THE PRESIDENT’S PAGE 


A MONTHLY MESSAGE 


I believe that the position of the American Medical 
Association in reference to the President’s reinsurance 
proposals is a sound one. S. 3114 and H. R. 8356 are 
identical and are intended to activate this plan. The pre- 
amble to both bills states that their purpose is “to im- 
prove the public’s health by encouraging more extensive 
use of the voluntary pre-payment method for the pro- 
vision of personal health services.” We are indeed grati- 
fied that this administration has endorsed so strongly the 
voluntary approach to the payment of the cost of health 
care, and we are in complete agreement with the pur- 
pose of the bill as stated. This association has been active 
in this field for many years, particularly since the creation 
of our Council on Medical Service in 
1942, and has gained considerable ex- 


The proposal in the first section of the bill to develop 
in the Department of Health, Education, and Welfare 
morbidity statistics and other actuarial data and to make 
this information available to all properly interested 
parties may well serve a useful purpose. It should be re- 
membered, however, that the insurability of many indi- 
viduals and groups has been altered for the better, not so 
much by improved techniques in gathering and inter- 
preting data nor by better sales efforts, but by advances 
in medicine that have resulted in the cure of more per- 
sons, shortening of convalescence, and prolongation of 
life. The very rapidity of health advances and not the 
inertia of insurance agencies has kept insurance some- 
what behind the front wave of medicine. 
Nowhere in the bill or in the discussion 





perience in the theory and practice of 
prepayment for the cost of health care. 
We do not believe that the mechanism 
set up in these two bills will be effective 
in carrying out their purpose. 

It is proposed to establish a nonprofit 
federal reinsurance corporation with a 
capital stock of 25 million dollars, to be 
administered in the Department of 
Health, Education, and Welfare under 
the direction of the Secretary. This is to 
be done with the intent of stimulating 
experiments with new plans of prepay- 
ment coverage. The hope is expressed 
that it will bring about broader cover- 
age, a reduction in exclusions, more 
comprehensive coverage particularly in the major med- 
ical areas, a limitation of certain age restrictions, narrow- 
ing of the group now considered uninsurable, and cov- 
erage for early diagnosis in chronic disease. 

We believe the administration and the department are 
sincere in their belief that this is a proper and effective 
measure. We regret to find ourselves in disagreement as 
to the wisdom of trying this mechanism and as to its 
effectiveness. We feel that adequate consideration and 
proper evaluation have not been accorded progress 
already made in prepayment insurance, particularly in 
the last few years, and to the fact that this progress is 
continuing at a rapid rate. Of the insurable population 
in this country, 93 million, or 72%, are carrying some 
form of hospital insurance. Health insurance has seized 
the imagination of the American people, and its value 
is fully recognized. Under our present free, competitive 
system, the specific objectives named in these bills are 
being reached about as rapidly as sound actuarial data 
can be accumulated. 








———— SSS 


of its hoped-for accomplishments has 
any evidence been brought forward to 
show how reinsurance would aid in cov- 
ering more persons, reducing the cost of 
health insurance, or increasing benefits 
except at a proportionately increased 
cost. 

In return for these few doubtful bene- 
fits, the federal government will move 
into the field of insurance, with a con- 
siderable degree of supervisory power 
over rates and services placed in the 
hands of the Secretary of Health, Edu- 
cation, and Welfare. There is a real 
danger that, once the government has 
entered this area, its activities will ex- 
tend further. If, after the fanfare that has accompanied 
this proposal has subsided and no real and immediate 
benefits are evident, and when it is seen that it does not 
reach the low-income and noninsurable groups, political 
pressure may force changes that will go far beyond the 
present purposes of its proponents as now expressed in 
the current bill. 

While we accept the assurance of the Department of 
Health, Education, and Welfare that no subsidy is in- 
tended, we doubt that the power exists or would be forth- 
coming to prevent it once a pattern that could lend itself 
to subsidy is established in the federal government. The 
subject because of a number of implications deserves 
more serious study and consideration than it thus far has 
received. There seems to be a sense of urgency in press- 
ing this proposal that is unrealistic in terms of the condi- 
tions that now exist. Deliberation should be the watch- 
word rather than haste. 





WALTER B. MarTIN, M.D., Norfolk, V2. 
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ORGANIZATION SECTION 


MEDICAL SOCIETY OF THE STATE 
OF PENNSYLVANIA 

To permit readers of THE JouRNAL to become better acquainted 
with the activities of state medical associations articles describing 
them will appear from time to time in these pages.—ED. 


On April 11, 1848, 61 medical men of Pennsylvania, repre- 
senting its various county medical societies and several medical 
colleges, met in Lancaster at the invitation of the Lancaster 
County Medical Society and organized the Medical Society of 
the State of Pennsylvania. The society had a heritage rich in 
medical tradition. Through the efforts of Benjamin Franklin 
and Dr. Thomas Bond, the first general hospital in the colonies, 
the Pennsylvania Hospital, had been opened in Philadelphia in 
February, 1752. The first medical diplomas in the colonies had 
been awarded, June 21, 1768, at the commencement exercises 
of the College of Philadelphia Department of Medicine, now 
the University of Pennsylvania School of Medicine in Phila- 
delphia. The first governor of Pennsylvania, Dr. Thomas Lloyd, 
was a physician. The American Medical Association had held 
its organizational meeting in Philadelphia on May 5, 1847. Since 
that time 10 Pennsylvania physicians have served as President 
of the Association, and since that time the membership of the 
state society has increased from 61 to 11,368. 

The society’s activities today cover an extensive range with 
two-score committees and commissions. The committee on public 
health legislation has instituted many bills for the betterment 
of health that are now on the statutes of Pennsylvania. It has 


Headquarters of the Medical Society of the State of Pennsylvania. 


urged enactment of better health legislation and has fought 
against the passage of legislation harmful to the public wel- 
fare and detrimental to the standards of medical practice as 
maintained by the state society’s membership. In 1848, the 
Medical Society of the State of Pennsylvania urged the enact- 
ment of laws creating a board of health. In 1905 the state board 
of health was changed to a department of health, with a secre- 
lary of health in the governor’s cabinet. In 1890, the society 
Was aclive in establishing the state board of medicai education 
and licensure. Activities of the society in legislative matters have 
included sponsorship of an amendment to the public assistance 
law to include medical service for the indigent on the public 
assistance rolls and of a law requiring physical examination for 
school children, and in 1951 assistance in enactment of laws 
creating county health units and a merit system for the depart- 
ment of health. Operations of the committee on public relations 
include extensive health education for the public and public 
relations education for the profession. Activities within the 
Province of this committee are news publicity; radio and tele- 
vision programs; health films for school and adult groups; health 
Poster contests for students from the Ist through the 12th 
grades in all schools; a speakers’ bureau; a daily health column 


for newspapers, now in its 22nd year; Benjamin Rush awards 
to lay persons and lay organizations contributing to the public 
health; testimonial plaques to all residents of the state who 
attain the age of 100 years; and distribution of awards of rec- 
Ognition to physicians who have served the public for 50 years. 

In 1922 the Medical Society of the State of Pennsylvania 
purchased its own permanent home in Harrisburg. It is located 
on the boulevard leading from the entrance to the capitol 
grounds to the Susquehanna River. Recently, the society 
acquired the adjoining corner building, which has been re- 
modeled to conform structurally to the original headquarters 
building. The society has a staff of 28 lay emplovees. Dr. Harold 
B. Gardner succeeded Dr. Walter F. Donaldson of Pittsburgh, 
who, in 1952, retired as secretary-treasurer after serving for 35 
years. Dr. Donaldson continues as editor of The Pennsylvania 
Medical Journal, the official publication of the society. 

Officers of the Medical Society of the State of Pennsylvania 
include Drs. James L. Whitehill, Rochester, president; Dudley 
P. Walker, Bethlehem, president-elect; Harold B. Gardner, 
Harrisburg, secretary-treasurer; and Gilson C. Engel, Phila- 
delphia, chairman of the Board of Trustees and Councilors. 
Annual sessions of the state medical society are held alternately 
in Philadelphia and Pittsburgh. Its 60 component county medi- 
cal societies function autonomously. 


JUDICIAL COUNCIL 


This is one of a series of brief statements explaining the 
work of the various departments of the American Medical 
Association.—ED. 


The judicial power of the American Medical Association is 
vested in the Judicial Council, whose decision, according to 
the Association’s constitution and bylaws, is final. As early as 
1873, it was recognized that a special council was needed to 
settle all questions of ethics and to interpret the laws of the 
Association. The Judicial Council consists of five members 
elected by the House of Delegates on nomination of the Presi- 
dent for terms of five years. The individual physician’s concern 
with medical ethics is practical as well as academic. It is funda- 
mental to the high professional standards that characterize medi- 
cal practice today. The Judicial Council serves the medical 
profession as the “supreme court” of the American Medical 
Association. It approves physicians for membership in the 
A. M. A. and has jurisdiction in all questions involving member- 
ship, its obligations, rights, and privileges. 

The council has original jurisdiction in all controversies aris- 
ing under the constitution and bylaws of the Association and 
the Principles of Medical Ethics to which the American Medical 
Association is a party. Controversies between two or more con- 
stituent associations or their members or between a constituent 
association and a component society or societies of another con- 
stituent association or associations or their members are de- 
cided by the Judicial Council. The council has appellate juris- 
diction in questions of law and procedure but not of fact in all 
cases that arise between a constituent association and one or 
more of its component societies, between component societics 
of the same constituent association, between a member or mem- 
bers and the component society to which said member or mem- 
bers belong, or between members of different component 
societies of the same constituent association. 

The council may request the President to appoint investigat- 
ing juries to which it may refer complaints or evidence of un- 
ethical conduct that in its judgment are of greater than local 
concern. If on investigation probable cause for action is shown, 
the jury submits formal charges to the President, who then 
appoints a prosecutor to prosecute such charges against the 
accused before the Judicial Council in the name and on behalf 
of the A. M. A. The council may acquit, admonish, suspend, 
or expel the accused. 
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NEW DIRECTOR OF JOINT COMMISSION ON 
ACCREDITATION OF HOSPITALS 


Kenneth B. Babcock, M.D., became director of the Joint 
Commission on Accreditation of Hospitals on July 1. There is 
perhaps no more vital program than this effort by doctors and 
by hospitals constantly to elevate hospita' care standards by a 
vigorous and voluntary method of self-discipline. Dr. Bab- 
cock’s career as a physician, surgeon, and hospital adminis- 
trator has well prepared him for his present post. He was born 
in Bath, N. Y., and was educated in Michigan. After a resi- 
dency, he entered the practice of surgery in Detroit in 1928 
and became a member of the staff of Grace Hospital. He earned 
his fellowship in the American College of Surgeons in 1938 
but turned to hospital administration three years later when 
he became assistant director at Grace Hospital. He became its 
director in 1947, serving in this position until his resignation to 
accept the Joint Commission assignment. In World War II, he 
served with the Army’s 15th field hospital in Africa and Italy 
and was awarded the Bronze Star medal. 


FEDERAL MEDICAL LEGISLATION 


Social Security Coverage for Physicians 

Congressman Roosevelt (D., N. Y.) in H. R. 8837, proposes 
a “comprehensive program for maintaining economic pros- 
perity.” As a part of the program, he proposes to extend social 
security act coverage to physicians and would redefine “em- 
ployer” to mean anyone who employs one or more persons. 
This bill was referred to the Ways and Means Committee. 


Antidepression Act 

Congressman Heller (D., N. Y.) in H. R. 9311, a proposal 
to prevent a depression, would “strengthen unemployment in- 
surance system, broaden social security, increase the minimum 
wage, extend tax reduction to low-income groups, provide low- 
rent housing and establish public works.” Physicians and dentists 
would be excluded from the social security, but lawyers, ac- 
countants, etc., would be included. This bill was referred to the 
Ways and Means Committee. 


Tax Postponement for Self-Employed to Create Annuities 

Fifteen identical bills were introduced by Republican Con- 
gressmen from New York: H. R. 9618, Ray; H. R. 9619, Latham; 
H. R. 9620, Bosch; H. R. 9621, Dorn; H. R. 9622, Kearney; 
H. R. 9623, Keating; H. R. 9624, St. George; H. R. 9625, 
Williams; H. R. 9644, Miller; H. R. 9653, Wainwright; H. R. 
9661, Gamble; H. R. 9685, Gwinn; H. R. 9688, Riehlman; 
H. R. 9702, Coudert; and H. R. 9683, Fino. These bills would 
amend the Internal Revenue Code to encourage the Jenkins- 
Keogh theory, but the amounts to be excluded are much more 
limited. An individual would be allowed to exclude from his 
gross income for income tax purposes, a maximum of $1,000 
for the first year, $2,000 the second year, and $3,000 per year 
thereafter for payments in a restricted retirement fund or plan 
for a restricted retirement annuity contract. These amounts 
would be limited to 2% % of the taxpayer’s earned adjusted gross 
income from “covered sources,” plus 5% of the taxpayer’s 
earned adjusted gross income from all other sources. For a 
“covered individual” (one who receives compensation from an 
employer contributing to a pension or profit sharing plan), the 
excludable amount shall not exceed 2'2% of the taxpayer’s 
earned adjusted gross income, or $500 the first year, $1,000 the 
second, and $1,500 per year thereafter. For individuals over 
50 years of age and not “covered” the limit on the amount ex- 
cluded may be increased until after the age of 70. This bill 
was referred to the Ways and Means Committee. 


Voluntary Social Security for Physicians 
Congressman Klein (D., N. Y.) by H. R. 9707 proposes to 
amend the Social Security Act to permit physicians in private 
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practice, not otherwise eligible, to elect coverage under the 
federal or Old Age and Survivors Insurance system if they haq 
received social security credit for military service. This bil] Was 
referred to the Ways and Means Committee. 


Extension of Unemployment Compensation 

Congressman Reed (R., N. Y.) has introduced an administra. 
tion measure, H. R. 9709, which would redefine “employer” as 
a person paying wages to four or more persons instead of eight 
as at present. This bill would extend coverage to 1,500,000 more 
industrial employees, and for the first time would cover 2,500,000 
federal employees. This bill was referred to the Ways and 
Means Committee, which ordered this measure reported favor. 
ably to the House on June 29. 


Medical Care for Dependents of Armed Forces 

Congressman Short (R., Mo.) has introduced an administra. 
tion measure, H. R. 9697, to provide medical care for the 
dependents of the members of the armed forces. This measure 
is identical with S. 3363 (Saltonstall), previously reported. The 
Defense Department has estimated that this program would cost 
an additional 67 million dollars a year beyond present federal 
expenditures for medical care for dependents of military person- 
nel. It proposes to provide medical care in military medical 
facilities when feasible, otherwise through civilian physicians 
and hospitals. The bill was referred to the Armed Services 
Committee. 


Vocational Rehabilitation 

Congressman McConnell (R., Pa.) has introduced in H. R. 
9640 a vocational rehabilitation bill somewhat like S. 2759 
(Smith) previously reported. This bill would gradually broaden 
the federal-state rehabilitation program to rehabilitate 200,000 
annually at the end of four years instead of the present total, 
60,000 annually. Major provisions are: 1. Basic grants and grants 
for extension and improvement of services and grants for re- 
search and training, would replace the present grant system. 
Grants would be based on need and financial capacity of the 
states, but the federal share would be maintained at least at the 
1954 level if a state did not reduce its own spending. 2. The 
total federal appropriation authorized for the first or “tooling 
up” year would be 30 million dollars, a 7 million dollar increase 
over the 1954 budget. By 1958, a federal total would be 65 
million dollars with the states spending an equal amount. 3. To 
stimulate state expansion of the program the “open end” method 
of financing would apply with the federal government re- 
imbursing states for all costs of administration, guidance, and 
placement of the handicapped, and for half the cost of restora- 
tions and training. 4. The states would be encouraged to improve 
and expand their vocational rehabilitation service and take more 
responsibility and authority over the programs. The federal 
government would also make additional grants on a temporary 
basis for training personnel in fields in which shortages exist. 
This bill was referred to the Education and Labor Committee, 
which reported the bill favorably to the House for floor action. 


Union Welfare Funds 

Senator Humphrey (D., Minn.) proposes in S. 3649 to make 
all financial affairs and transactions of union welfare funds 
public knowledge. Annually the funds would be required to 
publish the assets and liabilities of the union health and welfare 
trust funds, showing sources and amounts received and how 
money was used. The bill was referred to the Committee on 
Labor and Public Welfare. 


Group Life Insurance for Federal Personnel 


Senator Carlson (R., Kan.), in S. 3681, has introduced an 
administration bill to replace S. 3507 previously reported. It 
would authorize the Civil Service Commission to make available 
group life insurance on a contributory basis, for United States 
civilian employees. This measure has been approved by the 
committee and reported to the Senate with the recommendation 
that it be passed. This bill would provide about the same amount 
of insurance as is the employee’s annual salary plus a similat 
amount of accidental death or dismemberment insurance. 
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(Continued from page 1172) 


Introduction of Resolutions 


The Speaker called for the introduction of resolutions by 
number, announcing that Resolution No. 1 had been withdrawn. 


No. 2. Resolutions on Motor Car Safety 


Dr. George A. Unfug, for the Colorado delegation, submitted 
the following resolutions, which were referred to the Reference 
Committee on Hygiene, Public Health, and Industrial Health: 

WuereEas, Motor car deaths in the United States of America number 
between 35,000 and 40,000 annually and motor car injuries number about 
one million annually; and 

WuerEAS, There seems little likelihood of any great reduction of motor 
accidents in the near future; and 

Wuereas, Studies by physicians and physicists have clearly shown that 
motor injuries and motor deaths can be strikingly reduced by the use of 
safety belts and safety shoulder straps; therefore be it 

Resolved, That the American Medical Association will give all possible 
aid to those measures which will reduce the frightful mortality and injury 
rate resulting from the use of motor cars; and be it further 

Resolved, That the American Medical Association recommends to the 
motor car manufacturers of America that they equip all automobiles with 
safety belts to meet the specifications of the C.A.A. Technical Standard 
Order, T.S.O.—C22 A, Nov. 15, 1950, and further recommends that these 
manufacturers provide seats, cushions, and doors which will withstand 
impacts of 10 to 15 G. without injuries. 


No. 48. Resolutions on Automobile Safety 
Dr. Jesse D. Hamer, Arizona, introduced the following reso- 
lutions, which were referred to the Reference Committee on 
Hygiene, Public Health, and Industrial Health: 


Wuereas, Motor car deaths in the United States number approximately 
40,000 annually, and motor vehicle accidents injure one and a half million 
annually; and 

Wuereas, There seems little likelihood of any great reduction of motor 
accidents in the near future; and 


WuereEas, Studies by physicians and physicists have definitely shown 
that motor deaths and injuries can be strikingly reduced by the use of 
restraining devices; therefore be it 


Resolved, That the Arizona State Medical Association will give all 
possible aid to those measures which will reduce the frightful mortality 
and morbidity resulting from the use of motor cars; and be it further 


Resolved, That this Association hereby recommends to the motor car 
manufacturers of the United States that they equip all automobiles with 
safety belts which will withstand impacts of 15 G. and further recommends 
that roll-over bars, non-energy-storing padded dashboards, recessed knobs, 
and securely locking doors be provided on all future automobiles. We 
implore the motor car manufacturers to give increasing emphasis to 
safety in design. 

REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH, AND INDUSTRIAL HEALTH 


Dr. Charles L. Farrell, Chairman, presented the following 
report, which was adopted: 

Two resolutions, no. 2, dealing with automobile safety and 
introduced by Drs. Halley and Unfug for the Colorado State 
Medical Society, and no. 48, introduced for the Arizona Medical 
Association by Dr. Jesse Hamer, were considered together inas- 
much as they covered the same subject. Your reference com- 
mittee approves these resolutions in principle but offers the 
following substitute resolution for consideration by the House: 


Resolved, That the American Medical Association recommends to motor 
car manufacturers of America that they consider equipping all automobiles 
with safety belts and, furthermore, that they give increasing emphasis to 
Safety in design of all automobiles. 


No. 3. Resolutions on American Medical Association 
Service Memberships 
Dr. George A. Unfug, for the Colorado delegation, intro- 
duced the following resolutions, which were referred to the 
Reference Committee on Amendments to the Constitution and 
Bylaws: 
Wuereas, In the past, the American Medical Association has offered 


Service Memberships without charge to members of the regular branches 
of the Armed Forces and the Veterans Administration; and 


WHEREAS, The motivation for such an arrangement was primarily to 
equalize a financial differential which no longer exists since more ade- 
quate salaries and fringe benefits are being allowed to physicians by the 
Armed Forces and the Veterans Administration; and 

Wuereas, Such a policy violates the basic concept of organized medicine 
by blanketing physicians into membership without the controls ordinarily 
exercised by component societies and deprives the component societies 
of the financial support of those eligible for membership; therefore be it 

Resolved, That the Board of Trustees of the American Medical Asso- 
ciation be requested to consider the advisability and fairness of dis- 
continuing free Service Memberships to physicians in the Armed Forces 
and the Veterans Administration; and be it further 

Resolved, That these physicians, or their representatives, be consulted 
as to whether an invitation to become dues-paying members of organized 
medicine would be acceptable to them. 


REPORT OF REFERENCE COMMITTEE ON 
AMENDMENTS TO THE CONSTITUTION 
AND BYLAWS 


Dr. R. B. Chrisman Jr., Chairman, read the following report, 
which was adopted: 

Your reference committee carefully considered resolution 
no. 3, introduced by Drs. William H. Halley and George A. 
Unfug for the Colorado State Medical Society, regarding Amer- 
ican Medical Association Service Memberships, and recommends 
that it be referred to the Board of Trustees. 


No. 4. Resolution on Report of Committee for the Study 
of Relations Between Osteopathy and Medicine 


Dr. Milford O. Rouse, for the Texas delegation, presented the 
following resolution, which was referred to the Reference Com- 
mittee on Medical Education and Hospitals: 


WHEREAS, The House of Delegates of the American Medical Association 
has referred to each state medical association the thought-provoking report 
of the special Committee for the Study of Relations Between Osteopathy 
and Medicine headed by Dr. John W. Cline as Chairman; and 


WHEREAS, The officials of the American Osteopathic Association appar- 
ently have not yet made known any desire for a comprehensive collabora- 
tion with the medical profession on any of their problems; and 


WHEREAS, There is no apparent tendency by the existing colleges of 
osteopathy to abandon or abrogate the original concepts which made the 
practice of osteopathy a cult; and 


WHEREAS, There is some overlapping of interests and responsibilities in 
the matter of public health between the medical profession and the prac- 
titioners of osteopathy; therefore be it 


Resolved, By the House of Delegates of the Texas Medical Association: 
(1) That we express our sincere appreciation to Dr. Cline and his com- 
mittee members for a thorough and interesting review of the matter of 
the relationship of the medical profession to osteopathy; (2) That it is 
our opinion that further progress on the possible solution of any mutual 
problems of medicine and osteopathy can come only when responsible 
Officials of the American Osteopathic Association shall manifest a sincere 
desire to discuss mutual problems and when the colleges of osteopathy 
Shall give evidence of abandoning or abrogating the original concepts 
which classify the practice of osteopathy as a cult; (3) That we suggest 
that the present special committee of the Board of Trustees, headed by 
Dr. Cline, be continued, to stand ready at any time, on the properly 
expressed desire of responsible officials of the American Osteopathic 
Association, to study further any problems of mutual concern to the 
medical profession and osteopathy, with further reports back to the 
House of Delegates of the American Medical Association as worth-while 
mutual studies are requested and carried out; and (4) That a copy of 
these resolutions be presented to the House of Delegates of the American 
Medical Association at the forthcoming session in San Francisco. 


No. 12. Resolution on Schools of Branches of the 
Healing Art 


Dr. Laurence S. Nelson Sr., for the Kansas delegation, pre- 
sented the following resolution, which was referred to the Ref- 
erence Committee on Medical Education and Hospitals: 

WHEREAS, The variation in medical practice acts in the various states 
creates a barrier to the adoption of any immediate uniform principle; and 


WHEREAS, No recognized accrediting agency has been recently invited 
to examine impartially the physical equipment or pedagogical standards of 
schools in the healing profession other than those of medicine; and 
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WHEREAS, High standards of education which promise the best possible 
care of sick and injured cannot be maintained by the American Medical 
Association if the practice of medicine is diluted with inadequately trained 
practitioners; therefore be it 

Resolved, That the House of Delegates approve that the Council on 
Medical Education and Hospitals of the American Medical Association 
may, when requested by schools of branches of the healing arts that 
have demonstrated a belief in medical science, offer their professional 
services toward raising the educational standards of such schools to those 
of approved schools of medicine. 


No. 17. Resolution on Relations Between Physicians 
and Osteopaths 


Dr. C. M. Hamilton, for the Tennessee delegation, introduced 
the following resolution which was referred to the Reference 
Committee on Medical Education and Hospitals: 

WHEREAS, The question of osteopathy and the relationship of the osteo- 
pathic physician to the Doctor of Medicine has been made an issue in the 
American Medical Association; and 

WuHerEAS, The American Medical Association has referred this issue 
to the various state medical societies for instruction by the several state 
medical societies to their delegates; now therefore be it 

Resolved, By the House of Delegates of the American Medical Associ- 
ation that we hereby declare that (1) we consider osteopathy as a cult until 
such time as the principal osteopathic schools of this nation shall them- 
selves remove the cultist principle on which osteopathy is founded; (2) 
that doctors of medicine may teach in osteopathic schools if they choose 
when such activity by doctors of medicine is approved by the local 
medical society to which the doctor of medicine belongs; and (3) that 
the American Medical Association delegate to the several states the 
question of determining the relationship that shall exist between the 
doctors of medicine within that state and the osteopathic physicians within 
that state. 


No. 28. Resolutions on Relations Between Medicine 
and Osteopathy 


Dr. Raymond M. McKeown, Oregon, presented the following 
resolutions, which were referred to the Reference Committee 
on Medical Education and Hospitals: 

Wuereas, The Board of Trustees of the American Medical Association 
established a special Committee for the Study of Relations Between 
Osteopathy and Medicine; and 

WuerEAs, The Board of Trustees has requested that the House of 
Delegates at its 1954 Annual Meeting be prepared to answer the following 
questions: (1) Should modern osteopathy be classified as ‘‘cultist’’ healing? 
(2) Since the objectives of the American Medical Association include 
improvement in undergraduate and postgraduate education, should doctors 
of medicine teach in osteopathic schools? (3) Should the relationship of 
doctors of medicine to doctors of osteopathy be a matter for determination 
by the several state associations? and 

WHEREAS, The Delegates of the Oregon State Medical Society to the 
American Medical Association have requested the establishment of a 
society policy concerning relations between osteopathy and medicine; 
therefore be it 

Resolved, (1) That the American Medical Association continue to 
classify osteopathy as “‘cultist” healing until schools of osteopathy submit 
themselves to inspection by and are approved by the Council on Medical 
Education and Hospitals of the Association; (2) that the practice of 
doctors of medicine serving in any capacity on the faculties of schools of 
osteopathy be disapproved until such schools have conformed to the 
standards for approval of the Council on Medical Education and Hos- 
pitals; and (3) that the House of Delegates of the American Medical 
Association not consider, at this time, any modification of the present 
policy regarding relations between osteopathy and medicine; and be it 
further 

Resolved, That this resolution be submitted to the House of Delegates 
of the American Medical Association at its Annual Meeting, June 21 to 
25, 1954, in San Francisco. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 
Dr. W. Andrew Bunten, Chairman, submitted the following 
report, which was adopted: 

- Supplementary Report of Board of Trustees “I” on Report of 
Committee for the Study of Relations Between Osteopathy and 
Medicine, and Resolutions Nos. 4, 12, 17, and 28.—The supple- 
mentary report of the Board of Trustees “I,” dealing with the 
relations between osteopathy and medicine, was considered along 
with related resolutions on this problem. The report of the Board 
appears to meet the needs of the several resolutions submitted. 
Your committee therefore recommends that the report of the 
Board of Trustees on this subject be adopted, and that no action 
be taken on resolutions nos. 4, 12, 17, and 28 from the Texas, 
Kansas, Tennessee, and Oregon delegations respectively. 








J.A.M.A., July 31, 1954 


No. 5. Resolution on Cooperation of National Health Organj. 
zations with American Medical Association 

Dr. Milford O. Rouse, for the Texas delegation, submitted 
the following resolution, which was referred to the Reference 
Committee on Hygiene, Public Health, and Industrial Health: 

WHEREAS, The United States holds an acknowledged leadership jn 
scientific achievement and health standards because of the remarkable 
collaboration for years of the American medical profession, the Public, 
and various national organizations interested in health problems and under 
predominantly lay leadership, such as the National Foundation for 
Infantile Paralysis, the American Cancer Society, the American Req 
Cross, and others; and 

WHEREAS, All true physicians are sincere scientific investigators, and are 


always interested in learning of, testing, and then using proved advances 
in medicines, therapeutic procedures or operative techniques; history has 
numerous examples of a new drug being discovered, carefully but 
enthusiastically used by physicians on patients who have understood the 
experimental nature of the use, with carefully recorded and reported data 
of observations to demonstrate the safety as well as the efficacy of the 


new drug; this is the time-honored and proved way that countless advances 
have been made in medical science in the United States; and 

WHEREAS, Therefore, the American medical profession was surprised 
and put in a difficult situation, so far as public relations were concerned. 
in recent months when a national health organization, without any official 
consultation with any qualified council or group of the American Medical 
Association, launched a nationwide comprehensive program of the use of 
a mew vaccine which gives great theoretical promise of successfully 
combatting a dread disease and yet which admittedly had been used only 
a few months, without sufficient time to evaluate the safety as well as 
the efficacy of the vaccine, and with practically no published data in 
Scientific literature on the use of the vaccine; earnest attempts of a few 
medical societies to secure advance information on the proposal, so as 
to be ready for it, were fruitless until practically over night the national 
group requested local medical societies to approve and be responsible for 
the administration of the new vaccine; and 

WHEREAS, Unexplained delays in the delivery of the vaccine have sub- 
stantiated the feeling that proper consultation with responsible medical 
groups would doubtless have resulted in a more practical test of the 
new vaccine, in sufficient pediatric and other clinics under proper super- 
vision, so that by next winter and spring sufficient scientific data could 
be available for wide publication, so that in 1955 every person, young and 
old alike, who desire the vaccine could secure it; and 

WHEREAS, American physicians appreciate deeply the splendid interest 
of laymen in combatting the problems of poliomyelitis, tuberculosis, cancer, 
blood disorders, and similar maladies and have always demonstrated their 
willingness to cooperate by giving of their own money as well as their 
own time; they are happy for laymen to take the lead in education and 
in securing funds, but they feel that the scientific safety and effectiveness 
of health education and of new therapies can best be safeguarded by 
a close friendly cooperation on the scientific aspects, particularly in the 
planning of comprehensive programs of new treatments; the American 
Medical Association has proper facilities and councils for speedy and 
effective consideration and testing of new programs or new therapeutic 
agents; now therefore be it 

Resolved, By the House of Delegates of the Texas Medical Association 
(1) that sincere appreciation be voiced for the fine work done in health 
education and related fields by national organizations under predominantly 
lay leadership; (2) that such national health organizations be invited and 
urged to make full use of proper scientific consultation readily available 
through the American Medical Association and through state and county 
medical groups who might be concerned, particularly in considering the 
launching of a nation-wide program involving a new therapeutic agent 
which would be administered by members of the medical profession; (3) 
furthermore, that we call upon all physicians to continue to cooperate in 
all advances in health education and medical treatment, with carefully 
observed and reported clinical results; and (4) that a copy of these 
resolutions be sent to the House of Delegates of the American Medical 
Association. 

REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH, AND INDUSTRIAL HEALTH 

Dr. Charles L. Farrell, Chairman, read the following report, 
which was adopted: 

Resolution no. 5 on Cooperation of National Health Organiza- 
tions —Your committee listened with interest to representatives 
of the Texas delegation. Your reference committee approves the 
resolution in principle and urges that in the future voluntary 
health organizations consult with the American Medical Ass0- 
ciation or appropriate state or county medical societies before 
initiating any nation-wide or local program involving a new 
diagnostic or therapeutic method or agent which involves pal- 
ticipation by members of the medical profession. 


No. 6. Resolution on Establishment of Council 
on Medical Care 
Dr. Raymond F. McKeown, for the Oregon delegation, intro 
duced the following resolution, which was referred to the Ref- 
erence Committee on Miscellaneous Business: 
WHEREAS, There exists a multiplicity of agencies, departments, voluntary 


health organizations, public health groups, etc., all engaged in medical 
care in its various phases and ramificat‘ons; and 
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WHEREAS, It is one of the cardinal purposes of the American Medical 
Association to be actively interested in the promotion of more and better 
medical care for the people of this country; and 

WueEreas, It is the belief of the Oregon State Medical Society that the 
establishment within the American Medical Association of a Council on 
Medical Care, whose membership would be constituted of representatives 
from these groups all working cooperatively under the aid and assistance 
of the American Medical Association towards better medical care for 
our people, would be of inestimable value to the health of our nation; 
therefore be it 

Resolved, That the Oregon State Medical Society respectfully requests 
the House of Delegates of the American Medical Association to direct 
the Board of Trustees to explore thoroughly the establishment of a 
Council on Medical Care and to report its findings at the next Clinical 
Meeting in Miami, Fla., in December, 1954, 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 

Dr. R. J. Azzari, Chairman, read the following report, which 
was adopted: 

The Oregon resolution proposing the establishment of a Coun- 
cil on Medical Care was thoroughly discussed. Your reference 
committee felt the designation of the proposed study group as 
a Council was ill advised and recommends instead that the 
Board of Trustees be instructed by the House of Delegates to 
proceed to establish a committee which shall make a brief study 
of all those groups presently engaged in the varied fields relative 
to the feasibility of there being created a coordinated group of 
all these agencies whose purpose it shall be to coordinate and 
clarify these many health activities so that the overlapping and 
multiplicity of efforts which now exist at great and unnecessary 
expense of time and money may be avoided and the best interests 
of the public better served. 


No. 7. Resolutions on Care of Non-Service-Connected 
Disabilities of Veterans 


Dr. Charles H. Richardson Sr., for the Georgia delegation, 
introduced the following resolutions, which were referred to the 
Reference Committee on Insurance and Medical Service: 

The house of delegates of the Medical Association of Georgia hereby 
instructs that the delegates of the Medical Association of Georgia to the 
American Medical Association present a resolution to the House of 
Delegates of the American Medical Association at its meeting in June, 
1954, having to do with the treatment of veterans who have non-service- 
connected disabilities. This resolution shall include the following: 

Resolved, First, for immediate action, that recommendations be made to 
change and improve existing legislation having to do with the medical and 
hospital care of non-service-connected disabilities, in order that (a) any 
veteran applying for admission to a Veterans Administration hospital 
because of a non-service-connected disability shall be admitted only after 
he has signed a sworn statement that he is medically indigent, and (5) 
adequate investigation of such sworn statements be made and, in the event 
of fraud, such will be prosecuted by the United States Government; and 
be it further 

Resolved, Second, that favorable consideration be given a plan whereby 
medically indigent veterans with non-service-connected disabilities wiil be 
given medical and hospital care in their local communities; that a means 
test which is sound be used to determine such indigency; and that voluntary 
health insurance plans be used by federal government to provide such 
medical and hospital care. 


No. 11. Resolution on Program of Benefits for Veterans 


Dr. Charles M. Hamilton, for the Tennessee delegation, pre- 
sented the following resolution, which was referred to the Ref- 
erence Committee on Insurance and Medical Service: 


WHEREAS, It has been demonstrated that the policy adopted by the 
House of Delegates in June, 1953, on the subject of veteran medical care, 
has failed to receive favorable consideration by the Congress, by veterans 
or by the public; and 

WHEREAS, No evidence has been adduced which gives support to the 
idea that favorable consideration would ever be obtained; and 

WHEREAS, The action above referred to has brought conflicts and bad 
public relations between veterans and physicians at all levels throughout 
the nation, and a continuation of the present policy would bring still 
further criticism of the medical profession; and 

WHEREAS, It has been demonstrated that the Committee on Veterans 
Affairs of the United States House of Representatives is willing to give 
Serious consideration to a different program for veterans’ medical care 
from that now in operation; and 

WHEREAS, The American Medical Association is committed to the idea 
that prepaid medical and hospital insurance is a satisfactory method of 
financing the costs of medical and hospital care, and that the wide use of 
such a method would protect the freedom of medicine and our civilian 
System of medical care against destruction by government encroachment; 
therefore be it 


Resolved, That the House of Delegates of the American Medical Asso- 


‘ciation recommend to the United States Congress, to veterans, and to 
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the public the adoption of the following program of benefits for veterans 
to take the place of the present program of veteran medical care: 

Part I. That the veterans who require hospitalization for the following 
types of disabilities be eligible for services in veterans’ hospitals as at 
present: (a) service-connected disabilities; (5) tuberculosis; (c) mental 
illness; (d) other forms of chronic illness which require hospitalization 
for more than 90 days; and (e) disabilities in dispute as to whether 
service-connected or not. 

Part II. (a) That a standard medical and hospital insurance policy be 
made available, at government expense, to every veteran who is unable to 
pay the premium cost of such coverage; (b) That the insurance coverage 
embrace all disabilities which are not eligible for admission to a 
veterans’ hospital, as outlined in part I, excepting disabilities which are 
covered by compensation laws or other forms of public liability; (c) That 
the ability to pay for such insurance coverage be determined on the 
basis of the taxable income of the veteran as determined for federal 
income tax purposes; (d) That the Congress of the United States determine 
the income level at which veterans would cease to be eligible for this 
benefit; (e) That the insurance policy be renewable each year on the same 
basis as the original; and (f) That the government, through existing 
agencies, issue checks to eligible veterans which are payable only for 
such insurance coverage and cashable only when signed by the veteran 
and countersigned by an insurance company that is approved by the 
Director of Veterans Affairs. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. Thomas J. Danaher, Chairman, submitted the following 
report, which was adopted: 


Resolution No. 7 on Care of Non-Service-Connected Disa- 
bilities of Veterans, and Resolution No. 11 on Program of Bene- 
fits for Veterans.—While there is some difference in these two 
resolutions, they both deal with methods of prepayment insur- 
ance, the premium to be paid by the government to cover the 
cost of medical and hospital care for veterans with non-service- 
connected disabilities. Therefore, your committee will report on 
them simultaneously. Your committee heard discussion on the 
subject of these resolutions for about two hours, and everyone 
present had an opportunity to express his viewpoints. In view 
of the fact that at the present time there is a very active and 
able committee on veterans’ medical care in the Council on Medi- 
cal Service, it is the opinion of your reference committee that 
the House of Delegates should disapprove resolutions no. 7 and 
no. 11. 

No. 8. Resolution on Service Memberships 

Dr. W. Palmer Dearing, U. S. Public Health Service, intro- 
duced the following resolution, which was referred to the Refer- 
ence Committee on Amendments to the Constitution and Bylaws: 

Wuereas, The Bylaws of the American Medical Association provide 
Service Memberships for the medical members of the regular components 
of the military services and the Public Health Service; and 

WHEREAS, Said Service Memberships have been extended to medical 
members of the reserve components serving on active duty with the 
military services; and 

WHEREAS, The medical members of the reserve component of the Public 
Health Service on active duty receive the same pay and allowances, 
and are subject to assignment transfers and changes of station to the same 
degree as reserve medical officers in the military services; therefore be it 

Resolved, That Reserve medical officers of the Public Health Service who 
are serving on active duty as such be extended Service Memberships in 
the American Medical Association on the same basis as said Service 
Memberships are extended to reserve medical officers on duty in the 
military services. 


REPORT OF REFERENCE COMMITTEE ON 


AMENDMENTS TO THE CONSTITUTION 
AND BYLAWS 


Dr. R. B. Chrisman Jr., Chairman, read the following report, 
which was adopted: 


Resolution No. 8 on Service Memberships was considered by 
your reference committee. Due to the interrelation of this reso- 
lution with resolution no. 3, your committee recommends that 
it be referred to the Board of Trustees. 


No. 9. Resolution on Membership Procedures in 
Security Risk Cases 


Dr. J. P. Culpepper Jr., Mississippi, introduced the following 
resolution, which was referred to the Reference Committee on 
Miscellaneous Business: 


Wuereas, The Secretary of Defense has recommended to the Congress 
that physicians in military service found, on valid evidence, to be security 
risks be discharged on the basis that their retention was not consistent 
with national security; and 


WHEREAS, Such persons have no place in a profession which has served 
the nation with unquestioned loyalty in war and peace throughout his- 
tory; now therefore be it 
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Resolved, That the privilege of membership in the American Medical 
Association be permanently withheld from any physician whose discharge 
from the military service was for reasons proved to be inimical to the 
security of the United States through his willful action. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. R. J. Azzari, Chairman, presented the following report, 
which was adopted: 


Resolution No. 9 on Membership Procedures in Security Risk 
Cases.—Your reference committee recommends that no action 
be taken at this meeting, but that the matter be referred to legal 
counsel for his opinion and report to the Board of Trustees. 


No. 10. Resolution on Reaffirmation of Policy on 
Veterans’ Medical Care 


Dr. J. P. Culpepper Jr., presented the following resolution, 
which was referred to the Reference Committee on Insurance 
and Medical Service: 


WHEREAS, This House of Delegates adopted a carefully considered 
policy on veterans’ medical care which has been thoughtfully, effectively, 
and efficiently implemented by council and staff action; and 

WHEREAS, There has been conducted against the medical profession, 
the American Medical Association, and the principles of this program a 
campaign of attack by innuendo, misinformation, written and spoken 
statements misrepresenting the position of medicine; and 


WHEREAS, There is now a need that the public at large understand the 
sincerity and unity of medicine in this program which ultimately seeks 
the best, most complete medical care for all Americans; now therefore 
be it 

Resolved, That this policy, enunciated at the 102nd Annual Meeting, 
New York, is reaffirmed and that the Committee on Federal Medical 
Services of the Council on Medical Service together with all officers and 
headquarters staff members are commended for the implementation of 
this program. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. Thomas J. Danaher, Chairman, read the following report, 
which was adopted: 

Resolution No. 10 on Reaffirmation of Policy on Veterans’ 
Medical Care.—In this resolution it is stated that the House of 
Delegates has adopted a policy on veterans’ medical care which 
has been officially implemented. Your reference committee rec- 
ommends that this resolution be approved by the House of 
Delegates. 


No. 10-A. Resolution on Treatment of Service-Connected 
Conditions by the Veterans Administration 


Dr. J. P. Culpepper Jr., Mississippi, introduced the following 
resolution, which was referred to the Reference Committee on 
Insurance and Medical Service: 


WHEREAS, The American Medical Association has adopted a compre- 
hensive policy with regard to medical care for veterans by the federal 
government; and 

WHEREAS, There is a continuing concern by the medical profession that 
those veterans with conditions caused directly as a result of war service or 
whose conditions were actually aggravated by service receive the best 
possible care by the government; and 

WuerEas, The position of the profession has been questioned in this 
respect; now therefore be it 

Resolved, That the services of such physicians who may serve on the 
consulting or attending staffs of Veterans Administration hospitals other 
than those employed on a full-time or part-time basis be offered without 
charge to the government specifically for the care of service-connected 
conditions. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. Thomas J. Danaher, Chairman, read the following report, 
which was adopted: 

Resolution No. 10-A on Treatment of Service-Connected Con- 
ditions by the Veterans Administration—According to in- 
formation given your committee by Veterans Administration 
authorities, it is apparently illegal for physicians who are not on 
paid staffs of the Veterans Administration, either full time or 
part time, to serve in such hospitals. In view of this information 
your committee recommends that the House of Delegates dis- 
approve this resolution. 

No. 11. Resolution on Program of Benefits for Veterans 

This resolution will be found following resolution no. 7, on 
page 1247. 
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No. 12. Resolution on Schools of Branches of the 
Healing Art 


Resolution no. 12 will be found following resolution no. 4, on 
page 1245. 


No. 13. Resolution on Hospital Accreditation 


Dr. William M. Skipp, Ohio, introduced the following reso- 
lution, which was referred to the Reference Committee on 
Medical Education and Hospitals: 


WuerEas, The Joint Commission on Accreditation of Hospitals has 
Stipulated the requirement of having at least 16 meetings per year for 
each hospital department, including four general staff meetings; that 
active staff attendance shall average at each meeting at least 75% of the 
active staff; active staff members shall attend 75% of staff meetings; and 

WHEREAS, In order to meet this stipulated meeting attendance require- 
ment many physicians would have to limit their active staff membership, 
thereby depriving the remaining hospitals of their active attendance, 
counsel, and services; and 

WHEREAS, The strict enforcement of the attendance requirement will 
affect the smaller hospitals unfavorably by depleting their staff of com- 
petent men, who will be forced to gravitate to larger hospitals; and 

WHEREAS, Multiple staff appointments promote professional unity in an 
area, prevent schisms, and strengthen the county medical society; and 

WHEREAS, The strict enforcement of the hospital meeting attendance 
requirement will destroy the effectiveness of the county medical society, 
the basic unit of the American Medical Association; and 

WHEREAS, Investing authority for hospital meeting attendance and 
disciplinary action in a national body encourages assumption of authority 
by lay hospital boards in regulating staff meeting attendance to maintain 
accreditation; now therefore be it 

Resolved, That the House of Delegates of the American Medical 
Association request the Joint Commission on Accreditation of Hospitals 
to take the following actions: 

(1) That the commission repeal the existing requirement concerning 
attendance at hospital staff meetings; (2) That the commission omit entirely 
from its regulations any requirement for staff meeting attendance as part 
of the hospital accreditajion procedure; and (3) That the commission 
adopt the policy that the matter of attendance at staff meetings be left to 
the autonomy of the medical staff of the individual hospital. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 


Dr. W. Andrew Bunten, Chairman, read the following report, 
which was adopted: 


Resolution no. 13 objecting to the requirements of excessive 
attendance by the staff at meetings of the hospital staff was 
considered. It is the recommendation of your reference commit- 
tee that definitive action on this resolution be not taken by the 
House of Delegates but that the resolution be referred to the 
Joint Commission on the Accreditation of Hospitals for early 
consideration and such action as may be deemed appropriate. 


No. 14. Resolution on Representation of Nonuniversity- 
Affiliated Hospitals on Council on Medical 
Education and Hospitals 


Dr. W. P. Anderton, for the New York delegation, introduced 
the following resolution, which was referred to the Reference 
Committee on Medical Education and Hospitals: 


WHEREAS, Nonuniversity-affiliated hospitals render care to approxi- 
mately 80% of the patients in the United States, the university-connected 
hospitals caring for only about 20%; and 

WHEREAS, In the past there has been little, if any, representation of 
the nonuniversity-affiliated hospitals on the Council on Medical Education 
and Hospitals of the American Medical Association or on its advisory 
committees; and 

WHEREAS, There is a serious problem of interns that involves all 
hospitals; and 

Wuereas, This lack of representation of the vast majority of hospitals 
does not allow them to discuss their problems on an equal basis and is 
unfair and does not conform to medicine’s interest in the public’s health 
and welfare; therefore be it 

Resolved, That this House of Delegates go on record as approving 
equal representation on the Council on Medical Education and Hospitals 
of the American Medical Association or its advisory committees of duly 
appointed and/or elected members from both the university-affiliated and 
nonuniversity-affiliated hospitals in which problems of internship and 
residency are involved. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 


Dr. W. Andrew Bunten, Chairman, presented the following 
report, which was adopted: 

Resolution no. 14 calls for “equal representation on the Coun- 
from both the 
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university-affiliated and nonuniversity-affiliated hospitals.” Testi- 
mony heard by your committee indicated that it may be unwise 
to encumber the Board of Trustees or the House of Delegates 
with specific limitations in considering nominations and elections 
to the Council. It should be the aim of the Board of Trustees 
and the House of Delegates to appoint the most outstanding 
persons available to all its committees and councils. Your refer- 
ence committee recommends that resolution no. 14 not be 
adopted. 


No. 15. Resolutions on Retirement Benefits for Physicians 
in Armed Services 


Dr. Walter P. Anderton, for the New York delegation, intro- 
duced the following resolutions, which were referred to the 
Reference Committee on Medical Military Affairs: 

WuerEAs, Title III, Public Law 810, does not provide retirement benefits 
for members of the armed services for service less than 20 years; and 

WHEREAS, Most physicians enter the service at an age when other 
officers of equal rank have already attained between 8 to 10 years’ 
longevity, by virtue of the fact that this amount of time is spent in 
physician training; and 

WHEREAS, Because of the above, a great injustice is done such physi- 
cians in all branches of the service, since many cannot attain 20 years 
satisfactory longevity toward retirement prior to the deadline of 60 years 
of age; and 

WHEREAS, 12 years’ prorated retirement would not cost the government 
any extra money; therefore be it 

Resolved, That the American Medical Association go on record as 
favoring a provision to the effect that physicians may be retired with 
pro rata benefits at the end of 12 years’ satisfactory service; and be it 
further 

Resolved, That this House of Delegates strongly urge the Board of 
Trustees of the American Medical Association to seek to have Public 
Law 810 amended as advocated in this resolution. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
MILITARY AFFAIRS 


Dr. Bernard Klein, Chairman, read the following report, 
which was adopted: 

Resolution no. 15, entitled Retirement Benefits for Physicians 
in the Armed Forces, was reviewed and studied in detail. Your 
committee is in sympathy with the proposal embodied in the 
resolution. It is, however, forced to recommend that the reso- 
lution be not approved, for the following practical reasons: 1. 
The proposed legislation would be discriminatory. 2. It would 
be untimely in view of the current world situation. These factors, 
among others, make the possibility of passage of the legislation 
extremely remote. 


No. 16. Resolution on Principles of Medical Ethics 


Dr. Walter P. Anderton, for the New York delegation, pre- 
sented the following resolution, which was referred to the Refer- 
ence Committee on Miscellaneous Business: 


Resolved, That the following alterations, additions, and explanations be 
added to the Principles of Medical Ethics of the American Medical 
Association (new matter in italics): 

Add a new paragraph to Chapter I, Section 4, ‘Advertising,’ 
the new Section 4 will read as follows: 

“Solicitation of patients, directly or indirectly, by a physician, by 
groups of physicians or by institutions or organizations is unethical. This 
principle protects the public from the advertiser and salesman of medical 
care by establishing an easily discernible and generally recognized distinc- 
tion between him and the ethical physician. Among unethical practices 
are included the not always obvious devices of furnishing or inspiring 
newspaper Or magazine comments concerning cases in which the physician 
Or group or institution has been, or is, concerned. Self laudations defy 
the traditions and lower the moral standard of the medical profession; 
they are an infraction of good taste and are disapproved. 

“The most worthy and effective advertisement possible, even for a young 
physician, especially among his brother physicians, is the establishment of 
a well merited reputation for professional ability and fidelity. This cannot 
be forced, but must be the outcome of character and conduct. The 
publication or circulation of simple professional cards is approved in 
some localities but is disapproved in others. Disregard of local customs 
and offenses against recognized ideals are unethical. 

“It should be understood that any medical care plan, company, or 
organization which advertises for subscribers and directs such subscribers 
to a restricted panel of physicians for medical care is advertising for the 
benefit of the physicians involved.” 

In Chapter VII, Section 3, in the first paragraph, insert the words 
“duly licensed” before the word “Physician,” and before the word 
“physicians.” 

Also, it is recommended to add a new sentence to the second para- 
gtaph of Chapter VII, Section 3. Section 3, “Contract Practice,” will 
then read: 


so that 
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“Contract practice as applied to medicine means the practice of medicine 
under an agreement between a duly licensed physician or a group of duly 
licensed physicians, as principles or agents, and a corporation, organization, 
political subdivision or individual, whereby partial or full medical services 
are provided for a group or class of individuals on the basis of a fee 
schedule, or for a salary or for a fixed rate per capita. 

“Contract practice per se is not unethical. Contract practice is unethical 
if it permits of features or conditions that are declared unethical in these 
Principles of Medical Ethics or if the contract or any of its provisions 
causes deterioration of the quality of the medical services rendered. A 
contract with a hospital, organization, or political subdivision which is 
supported in whole or in part by public funds or by solicitation of private 
subscribers, to diagnose and treat patients, is ethical only when such 
diagnosis and treatment is for a patient who is a public charge.” 

It is recommended that Chapter VII, Section 4, “‘Free Choice of Physi- 
cian,”’ be altered to read: 

“The right of the patient freely to choose his doctor must be preserved 
and maintained. Nothing in any individual or group method or practice 
must be permitted to interfere with this right. 

“Free choice of physician is defined as the unrestricted freedom of a 
patient to choose his own physician. The interjection of a third party 
who has a valid interest, or who intervenes between the physician and 
the patient does not per se cause a contract to be unethical. A third 
party has a valid interest when, by law or volition, the third party 
assumes legal responsibility and provides for the cost of medical care and 
indemnity for occupational disability. 

“If, however, the third party be an organization or corporation which 
agrees to provide medical and/or surgical services through the medium of 
individual or group practice, payment to the physicians under contract 
being either on an indemnity or a per capita basis, a requirement restrict- 
ing choice of physician to either the individual or group practitioners 
under contract vitiates the subscriber’s right to free choice of physician. 
This is contrary to the best interests of the public and of the medical 
profession.” 

Furthermore, add to Chapter VII a new section. 


“PRORATION OF FEES” 


“Sec. 7.—It is not unethical for a fee to be prorated between two or 
more physicians when such physicians actively participate in the rendering 
of medical and/or surgical care, and the fee therefor be commensurate 
with the services rendered; and the patient to whom such care shall have 
been rendered, shall be advised of the participation and of the distribution 
of the fee through an itemized combined statement or separate statements. 
Such proration would be considered ethical if it was limited to instances 
where a contracted fee payment for a service has been made by an 
insurance company.” 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. R. J. Azzari, Chairman, submitted the following report, 
which was adopted: 

Resolution No. 16 on Principles of Medical Ethics.—In the 
discussion before your reference committee on this resolution, 
it became apparent to the committee that clarification and in- 
terpretation of the Principles of Medical Ethics in relation to 
prepaid medical care plans are desirable. As set forth in the 
Bylaws, the Judicial Council has jurisdiction on all questions of 
medical ethics. Therefore, your reference committee recom- 
mends that the House of Delegates request the Judicial Council 
to exercise the discretion given to it in Chapter XI, Section 10, 
paragraph 5 of the Bylaws of the Association and, under the 
authority thus granted, investigate the relations of physicians to 
prepaid medical care plans, render such interpretations of the 
Principles of Medical Ethics as the Council deems necessary, 
and report to the House of Delegates not later than the next 
annual meeting of the Association. Your committee further 
recommends that the New York resolution be referred to the 
Judicial Council for consideration in connection with this 
investigation. 


No. 17. Resolution on Relations Between Physicians and 
Osteopaths 

Resolution no. 17 will be found following resolutions 4 and 

2, on page 1246. 


No. 18. Resolution on Establishment of Council on 
Insurance 


Dr. C. M. Hamilton, for the Tennessee delegation, introduced 
the following resolution, which was referred to the Reference 
Committee on Insurance and Medical Service: 

WHEREAS, For a number of years the American Medical Association as 
a part of its announced program has urged the public to participate in 
prepaid insurance programs, to aid in the payment of hospitalization, 
and/or the payment of physicians’ fees; and 

WHEREAS, The American Medical Association has for many years 
established councils for the standardization of drugs, medical equipment, 
hospitals, etc; and 
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WHEREAS, Many practicing physicians believe that the prepaid insurance 
program is or will be jeopardized by the lack of uniformity of the insur- 
ance policies written by the various companies and nonprofit associations, 
by the claims made in the published advertisements of these policies, by 
the false impressions given by some agencies selling the policies, and by 
the failure of the public to read and/or understand the policies they buy; 
now therefore be it 


Resolved, By the House of Delegates of the American Medical Asso- 
ciation that a council on insurance is hereby created to study this problem, 
to establish standards which are fair to the public and to the insurance 
companies alike, and to provide for a seal of approval on all policies 
meeting these standards so that the practicing physician may be intelli- 
gently advised on acceptable insurance programs. 


REPORT OF REFERENCE COMMITTEE ON INSURANCE 
AND MEDICAL SERVICE 


Dr. Thomas J. Danaher, Chairman, read the following report, 
which was adopted: 


Resolution No. 18 on Establishment of Council on Insurance. 
—tThis resolution is in reference to the establishment of a 
council on insurance. Your committee believes that the function 
of such a council is already being accomplished by the proper 
committees and councils of the American Medical Association 
already in existence. Your committee recommends that the 
House of Delegates disapprove this resolution. 


No. 19. Resolution on Allocation of Funds 


Dr. C. M. Hamilton, for the Tennessee delegation, presented 
the following resolution, which was referred to the Reference 
Committee on Miscellaneous Business: 


WHEREAS, Physicians of the various states and territories comprising 
the American Medical Association contribute many thousands of dollars 
in annual dues to the American Medical Association; and 


WHEREAS, The American Medical Association has contributed many 
thousands of dollars to the National Foundation for Medical Education; 
and 


WHEREAS, The funds of said Foundation are donated to medical schools, 
including tax-supported medical schools; now therefore be it 


Resolved, By the House of Delegates of the American Medical Asso- 
ciation that the Board of Trustees of the American Medical Association 
establish a mechanism for the allocation of some of these funds to 
projects sponsored by the various constituent associations of the American 
Medical Association, which projects are philanthropic and educational in 
nature, or are established for the purpose of promoting public relations 
for the medical profession. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. R. J. Azzari, Chairman, presented the following report, 
which was adopted: 

Resolution No. 19 on Allocation of Funds.—Inasmuch as 
the funds now collected by the American Medical Education 
Foundation are insufficient to even meet the needs of medical 
schools, it does not seem feasible to your committee that these 
same funds should be allocated to other purposes. Your com- 
mittee recommends disapproval of the resolution. 


No. 20 


The Speaker announced that resolution no. 20 had been 
withdrawn. 


No. 21. Resolutions on Armed Forces Medical Library 


Dr. Raymond T. Holden, for the District of Columbia dele- 
gation, introduced the following resolutions, which were referred 
to the Reference Committee on Legislation and Public Relations: 


WHEREAS, The Armed Forces Medical Library, established in Wash- 
ington over 100 years ago as the Surgeon General’s Library, has long 
since become the greatest medical library in the world; and 


WHEREAS, The irreplaceable collections of the Armed Forces Medical 
Library are now housed in a 67-year-old building totally unsuitable for 
the purpose by reason of its inadequate size, poor state of repair, suscepti- 
bility to fire hazard, and general inadaptability to efficient operation; and 


’ WHEREAS, The Armed Forces Medical Library serves not only all govern- 
ment departments but also the entire medical profession of the United 
States, and without its help much of the research and clinical work now 
being carried on by our profession would be impracticable; and 


Wuereas, The Secretary of Defense has issued a memorandum desig- 
nating the Secretary of the Navy as responsible agent for planning, 
budgeting, design, and construction of a new building for the Armed 
Forces Medical Library, and has designated the site of the proposed 
building as the National Naval Medical Center; therefore be it 


J.A.M.A., July 31, 1954 


Resolved, That the House of Delegates of the American Medical Asso- 
ciation, in convention assembled, reiterate its belief that a new building 
for the Armed Forces Medical Library is of paramount importance io 
the best interests of American medicine and the health of our couniry, 
and calls on the appropriate agencies of our government to give immediate 
priority to this most important project; and be it further 


Resolved, That the Board of Trustees be instructed to transmit copies 
of this resolution to the President of the United States, the President of 
the Senate, the Speaker of the House of Representatives, the Chairmen 
of the Appropriations Committees of the Senate and House of Repre- 
sentatives, the Chairmen of the Armed Services Committees of the Senate 
and House of Representatives, the Director of the Bureau of the Budget, 
and the Secretary of Defense; and be it further 


Resolved, That the Board of Trustees be requested to enlist the active 
support of all national medical organizations to further by every possible 
means, the accomplishment of the intent of this resolution. 


REPORT OF REFERENCE COMMITTEE ON LEGIS- 
LATION AND PUBLIC RELATIONS 


Dr. Floyd S. Winslow, Chairman, read the following report, 
which was adopted: 


Resolution No. 21 on Armed Forces Medical Library.—Y our 
reference committee has given thoughtful consideration to the 
content of this resolution and hereby approves of the resolution. 


No. 22. Resolutions on Recording of Scientific Lectures 


Dr. Wendell C. Stover, for the Indiana delegation, introduced 
the following resolutions, which were referred to the Reference 
Committee on Sections and Section Work: 

WHEREAS, For the past three years the Indiana State Medical Associa- 
tion has been experimenting with telephone seminars and tape-recorded 


lectures as a means of affording physicians broader opportunities for 
postgraduate work; and 


WuerEAS, The American Medical Association, through its Council on 
Scientific Assembly, and with permission of the speakers, first permitted 
the Indiana State Medical Association to record the scientific presentations 
during the 1952 Chicago meeting for use in a loan library; and 


Wuereas, After the three-year period of experimentation, we feel the 
value of tape recordings of scientific presentations for loan to physicians 
has unlimited possibilities; and 


WHEREAS, The use of tape-recorded material is fast becoming a 
popular means of transmitting educational material, the Indiana library, 
composed of nearly 200 hours of scientific presentations, is now circulat- 
ing scientific material at an average rate of 65 programs per month, 190 
such programs having been requested during the three-month period just 
ended; and 


Wuereas, The Indiana State Medical Association feels this service has 
national possibilities and would be welcomed by other physicians of the 
nation; now therefore be it 


Resolved, That inasmuch as the American Medical Association is the 
parent organization of all physicians of the nation, and is looked upon 
to lead in all progressive steps to further dissemination of scientific 
knowledge, this House of Delegates does hereby instruct the Council on 
Scientific Assembly to undertake a study whereby the American Medical 
Association would cause the scientific presentations made, during its 
meetings to be recorded and made available as a service of the Associa- 
tion to individual physicians or component medical organizations on 
request; and be it further 


Resolved, That the Council on Scientific Assembly report its findings 
and recommendations to the House of Delegates at the Clinical Meeting 
to be held in Miami, Fla., in 1954. 


REPORT OF REFERENCE COMMITTEE ON SECTIONS 
AND SECTION WORK 


Dr. Willard A. Wright, Chairman, presented the following 
report, which was adopted: 

The resolution introduced by Dr. Wendell C. Stover for the 
Indiana State Medical Association regarding the recording of 
scientific lectures by the Council on Scientific Assembly of the 
American Medical Association reports a gratifying experience 
in the use of tape recordings made at the meetings of the Scien- 
tific Assembly as a medium for education, and requests the 
Council on Scientific Assembly to make a study of the more 
extensive use of this medium. Dr. Henry R. Viets, Chairman ot 
the Council on Scientific Assembly, appeared before your refer- 
ence committee and stated that the Council was currently in- 
terested in this proposal and would be glad to undertake such 
a study. Your reference committee recommends the adoption 
of this resolution authorizing the Council on Scientific Assemb!y 
to conduct a thorough study of the use of tape recordings of the 
material presented at the meetings of the Scientific Assembly 
and to present a report at the December meeting. 
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No. 23. Resolutions on Essentials of an Approved Internship 


Dr. James Q. Graves, for the Louisiana delegation, introduced 
the following resolutions, which were referred to the Reference 
Committee on Medical Education and Hospitals: 

WueEREAS, The report of the Advisory Committee on Internships to the 
Council on Medical Education and Hospitals of the American Medical 
Association dated Nov. 15, 1952, and the Essentials of an Approved 
Internship prepared by the Council on Medical Education and Hospitals 
of the American Medical Association, dated Nov. 15, 1952, and revised 
Dec. 4, 1952, stipulate that approved internships can be conducted only in 
hospitals in which the educational benefits are considered of paramount 
importance, and the service benefits to the hospital are secondary; and 

WuereEAS, The Council on Medical Education and Hospitals in its con- 
cept is trying to make the internship a fifth year of medical education 
instead of a year or more of medical practice under supervision; and 


Wuereas, Only hospitals having a capacity of at least 150 beds, exclu- 
sive of bassinets and a minimum of 5,000 annual admissions would be 
accepted for approval; and 

WHEREAS, The establishment and enforcement of these regulations con- 
stitutes regimentation of the medical profession, and is an encroachment 
on the individual rights and privileges of practicing physicians; therefore 
be il 

Resolved, That the Louisiana State Medical Society instruct its delegates 
to the American Medical Association to express, on the floor of the House 
of Delegates at the June, 1953, meeting of the American Medical Asso- 
ciation, this Society’s objection to these essentials, and recommend that 
the previous action of the House of Delegates of the American Medical 
Association with regard to the Essentials of an Approved Internship be 
revoked; and be it further 


Resolved, That copies of these resolutions be sent to each member of 
the House of Delegates of the American Medical Association, the Presi- 
dent and Secretary of the American Medical Association, the chairman 
and members of the Advisory Committee on Internships to the Council 
on Medical Education and Hospitals, to the chairman and members of the 
Council on Medical Education and Hospitals, and to the president of each 
state medical society throughout the country. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 


Dr. W. Andrew Bunten, Chairman, read the following report, 
which was adopted: 

Resolution no. 23 dealing with certain details of internships 
was considered along with the report of the Ad Hoc Committee 
on Internships. In view of the fact that the Ad Hoc Committee 
on Internships is working on this problem your reference com- 
mittee recommends that resolution no. 23 be not adopted at this 
time. 

No. 24. Resolutions on Schools of Nursing 


Dr. Harlan English, for the Illinois delegation, presented the 
following resolutions, which were referred to the Reference Com- 
mittee on Hygiene, Public Health, and Industrial Health: 


WueRrEAS, It has come to the attention of the Council of the Illinois 
State Medical Society, through reports of its councilors and the report of 
the Committee on Nursing as published in the handbook of official re- 
ports, that the small schools of nursing in Illinois are in jeopardy; and 


WuHerEAS, The report of the Committee on Nursing shows that there 
were 80 approved schools of nursing in Illinois in 1953 and only 78 
approved schools in 1954; and 


WHEREAS, Very few professional nurses (R. N.) trained in universities 
and in large metropolitan hospital schools of nursing filter back to the 
rural areas; and 


WHEREAS, The shortage of professional nurses particularly in the rural 
areas will become extremely acute if this trend continues; and 


WHEREAS, The employment of practical nurses and nurses’ aides in the 
Smaller rural hospitals will not adequately compe sate for the numerical 
loss in registered nurses if the trend continues to close the small schools 
of nursing; therefore be it 


Resolved, That the house of delegates of the Illinois State Medical 
Society is extremely perturbed about the schools of nursing in the state 
of Illinois, particularly in the rural areas, and while the house of delegates 
wishes to encourage the enrollment in schools of practical nursing and 
wishes to aid in the establishment of additional schools, it strongly urges 
that everything possible be done to keep our present hospital schools of 
nursing, and that we exhaust every means to obtain more hospital schools 
of nursing and to encourage and to increase the enrollment in these 
schools; and be it further 


Resolved, That a copy of this resolution be sent to the Governor, the 
Hon. William G. Stratton, and to the superintendent of the Department 
of Registration and Education, the Hon, Vera Binks; and be it further 


Resolved, That a suitable resolution expressing these principles be pre- 
Pared and presented to the House of Delegates of the American Medical 
Association urging its favorable consideration of these recommendations. 
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REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH, AND INDUSTRIAL HEALTH 


Dr. Charles L. Farrell, Chairman, presented the following 
report, which was adopted: 


Resolution No. 24 on Schools of Nursing —Your reference 
committee approves the resolution in principle. 


No. 25 Resolutions on Medical Fund Drives 


Dr. Harlan English, for the Illinois delegation, introduced the 
following resolutions, which were referred to the Reference Com- 
mittee on Miscellaneous Business: 


WHEREAS, The basis of good medical care is the well-trained, general 
physician whose training requires medical educational institutions well 
equipped with modern laboratories and not restricted to one field of re- 
search; and 

WHEREAS, The medical schools of the nation are in dire need of general 
funds, not especially earmarked, to maintain their educational and re- 
search programs; and 

WHeREAS, The medical profession has set up in the American Medical 
Education Foundation a means by which financial aid to medical schools 
can be furnished equitably; and 

WHEREAS, There are many organizations that solicit and collect large 
sums of money from the public for purposes of research, education and 
improvement of the medical care in specific fields of medicine; and 

WHEREAS, Such organizations require and have received the good will 
and cooperation of the medical profession in the past; therefore be it 

Resolved, That organizations which solicit and collect money from the 
public for the advancement of medical knowledge and medical care in 
specific fields be urged to allocate a proportion of their funds to the 
American Medical Education Foundation for the general program of the 
schoois; and be it further 

Resoived, That the attention of the American Medical Association be 
directed to this matter through the usual channels with a view to imple- 
mentation of the same. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 

Dr. R. J. Azzari, Chairman, read the following report, which 
was adopted: 

Resolution No. 25 on Medical Fund Drives.—Your reference 
committee recommends approval of the first resolve of the resolu- 
tion and recommends deletion of the second resolve since the 
resolution is in fact being brought to the attention of the Ameri- 
can Medical Association. 


No. 26. Resolutions on Hospital Staff Appointments 


Dr. Harlan English, for the Illinois delegation, presented the 
following resolutions, which were referred to the Reference Com- 
mittee on Medical Education and Hospitals: 


WHEREAS, The Standards for Hospital Accreditation promulgated by 
the Joint Commission on Accreditation of Hospitals empower the govern- 
ing body (Article I, B) to appoint members of the medical staff, on 
recommendation of the active staff (Article II, A3a); and 

WHEREAS, The “governing body” in the majority of instances is com- 
posed of lay persons of diversified vocations and occupations, totally un- 
related to any branch of medicine and possessing no medical training; and 

WHEREAS, This polyglot group of laymen, sitting as a governing body, 
has no code of ethics comparable to that of the American Medical Asso- 
ciation that remotely qualifies them to pass judgment, without recourse, 
on any member of the medical staff of hospitals; and 


WHEREAS, The governing body, without announcing any reason what- 
soever or based merely on the whim or caprice of any of its members, 
may refuse to approve an appointment or reappointment recommended by 
the active staff; and 

WuerEAs, The career of a staff member may be ended or seriously 
suffer by his failure to secure a recommended reappointment and it is 
equitable that he be judged by his peers on the active staff; and 


WHEREAS, The recommendations of the active staff, which is charged 
with the quality of medical care and the maintenance of ethical standards 
(Article II, Al), should be concurred in; and 


WHEREAS, It is mecessary to amend the above Standards to effectuate 
the purpose of this resolution; now therefore be it 


Resolved, That the South Chicago branch of the Chicago Medical So- 
ciety approves the following amendments (proposed) to the Standards for 
Hospital Accreditation of the Joint Commission on Accreditation of Hos- 
pitals, namely: (1) Add to Article I, B1, after “requirements” the follow- 
ing: “and these Standards;” (2) Insert in Article II, A3a, in the third 
line thereof, after the word “appointment” the following: “and reappoint- 
ment;” (3) Add to Article II, A3a, the following: “If the governing body 
refuses to approve any recommended appointment or reappointment, it 
shall transmit its reasons in writing therefor to the active staff;” and be 
it further 


Resolved, That this resolution be presented to the Chicago Medical 
Society for its consideration and, on approval, be presented to the Illinois 
State Medical Society for approval and further presentation to the House 
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of Delegates of the American Medical Association, with a request for 
early presentation by the representatives of the American Medical Associ- 
ation on the Joint Commission on Accreditation of Hospitals for inclusion 
of the above amendments to the Standards for Hospital Accreditation. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 


Dr. W. Andrew Bunten, Chairman, read the following report, 
which was adopted: 


Resolution no. 26 deals with the problem of hospital staff 
appointments. Your reference committee is of the opinion that 
the vast majority of hospital trustees are highly respected, public- 
spirited citizens who are sacrificing a good deal of time, money, 
and energy to perform what in many instances is a thankless job. 
While your committee cannot recommend approval of this resolu- 
tion as written, it realizes that in a few instances there have been 
local situations involving what appears to have been arbitrary 
action by a hospital board of trustees. For this reason your com- 
mittee recommends that the subject matter encompassed in 
resolution no. 26 be referred for consideration to the Joint Com- 
mission for the Accreditation of Hospitals. 


No. 27. Resolution on Foreign Graduates 


Dr. Harlan English, for the Illinois delegation, introduced the 
following resolution which was referred to the Reference Com- 
mittee on Medical Education and Hospitals: 


WHEREAS, It is the present policy of the United States government to 
admit into this country several hundred thousand of displaced persons 
from all over the world and from many areas that have not had an im- 
migration quota and included are a large number of foreign-trained 
physicians about whose ability little is known; and 

WHEREAS, Most foreign medical schools have not provided and currently 
cannot provide the pattern of medical education that is regarded every- 
where in this country as minimal, and foreign graduates in most instances 
have had no real training in the basic sciences or the clinical instruction 
so necessary in our concept of the proper training of the physician; and 

WHEREAS, If large numbers of these foreign-trained physicians without 
proper basic professional education enter into the practice of medicine in 
the United States, it inevitably will lower the level of medical practice 
in this country for the next several decades; and 


WuHerEAS, The United States, for its own welfare, must maintain the 
highest quality of medical practice in all its phases in order to provide 
the American people with what they now have, medical care not excelled 
anywhere in the world; therefore be it 


Resolved, That the Illinois State Medical Society instruct its delegates 
to the American Medical Association to introduce and press for adoption 
a resolution directing the Council on Medical Education and Hospitals 
of the American Medical Association to withhold approval of any insti- 
tution that accepts for intern or resident training foreign-trained physi- 
cians who are ineligible for licensure in the United States, except those 
bona fide foreign graduates selected for training in this country and who 
return home at the termination of said training. 


No. 38. Resolution on Foreign Graduates 


Dr. Paul D. Foster, for the California delegation, presented 
the following resolution, which was referred to the Reference 
Committee on Medical Education and Hospitals: 


WHEREAS, It is the present policy of the United States government to 
admit into this country several hundred thousands of displaced persons 
from all over the world and from many areas that have not had an 
immigration quota and included are a large number of foreign-trained 
physicians about whose ability little is known; and 


Wuereas, Most foreign medical schools have not provided and currently 
cannot provide the pattern of medical education that is regarded every- 
where in this country as minimal, and foreign graduates in most instances 
have had no real training in the basic sciences or the clinical instruction 
so necessary in our concept of the proper training of the physician; and 

Wuereas, If large numbers of these foreign-trained physicians without 
proper basic professional education enter into the practice of medicine in 
the United States, it inevitably will lower the level of medical practice in 
this country for the next several decades; and 


WHEREAS, The United States, for its own welfare, must maintain the 
highest quality of medical practice in all its phases in order to provide the 
American people with what they now have, medical care not excelled in 
the world; therefore be it 


Resolved, That this House of Delegates disapprove intern or resident 
training of foreign-trained physicians who are ineligible for licensure in 
the United States, except those bona fide foreign graduates selected for 
training in this country who are in this country under visitors’ visas and 
who return to their own countries at the termination of said training. 





J.A.M.A., July 31, 1954 






No. 54. Resolution on Competence of Foreign Medical 
School Graduates 


Dr. Creighton Barker, Connecticut, introduced the following 
resolution, which was referred to the Reference Committee on 
Medical Education and Hospitals: 

WHEREAS, The Executive Committee of the Federation of State Medical 
Boards of the United States of America is apprised of the large number 
of foreign medical school graduates who will enter the United States 
during the next two year immigration quota, and since the medical boards 
are confronted with great difficulty in determining the satisfactory educa- 
tional competence of said foreign medical school graduates and, further, 
being desirous of maintaining our present high medical standards obtained 
only after 40 years of progressive efforts on the part of the American 
Medical Association, the Council on Medical Education and Hospitals, 
the Association of American Medical Colleges, and the Federation of 
State Medical Boards, information at hand reveals in the next two year 
immigration quota some 11,000 foreign medical school graduates will enter 
the United States; therefore be it 


Resolved, That the American Medical Association in cooperation with 
the Federation of State Medical Boards, the Council on Medical Educa- 
tion and Hospitals, and the Association of American Medical Colleges, 
devise and develop a plan to determine and evaluate the educational 
competence of said foreign graduates for admission to licensing examina- 
tions of the various state boards of the United States, the District of 
Columbia, and the territories of the United States. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 


Dr. W. Andrew Bunten, Chairman, read the following report, 
which was adopted: 

Supplementary Report of Board of Trustees “O” on Report 
of Committee on Evaluation of Foreign Medical School Gradu- 
ates, and Resolutions No. 27, 38, and 54.—Much of your refer- 
ence committee’s time was devoted to the supplementary report 
of the Board of Trustees “O” and resolutions no. 27, 38, and 
54, from Illinois, California, and Connecticut, concerning for- 
eign medical graduates. Helpful information was presented by 
representatives of the various state medical societies, state medi- 
cal licensing boards, members of the Council on Medical Educa- 
tion and Hospitals, and others. It is the recommendation of your 
reference committee that the intent and aims of this supple- 
mentary report and the three resolutions can best be met by 
referring the entire problem to the Council on Medical Education 
and Hospitals for further study. It is recommended that the 
Council report at the interim session in 1954 regarding the 
progress relative to this study. 

Your committee recommends that this conclusion be sub- 
stituted for the supplementary report of the Board of Trustees 
and resolutions no. 27, 38, and 54. 


No. 28. Resolutions on Relations Between Medicine and 
Osteopathy 


Resolution no. 28 will be found following resolutions no. 4, 
12, and 17, on page 1246. 


No. 29. Resolution on Physicians in Military Service 


Dr. Eustace A. Allen, for the Georgia delegation, presented 
the following resolution, which was referred to the Reference 
Committee on Medical Military Affairs: 

WHEREAS, The number of physicians in certain areas of the United 
States is still below the needs of the populace; and 


WuHerEAS, The physicians being drafted into the military service during 
peacetime have a right to expect their medical abilities to be used to 
the fullest advantage commensurate with their education and training and 
to be assigned to duties that cannot be satisfactorily cared for by local 
physicians; and 

WHEREAS, There is no greater waste of medical ability than the assign- 
ment of military physicians to recruiting duty as examining medical 
officers for the United States Navy, because these routine examinations 
could readily be done by local physicians including many former Navy 
medical officers; therefore be it 

Resolved, That the Secretary of Defense and Surgeon General of the 
Navy be requested to discontinue their policy of wasting medical man- 
power through the assignment of service physicians to the duty of 
conducting physical examinations for recruiting stations. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL MILITARY AFFAIRS 
Dr. Bernard Klein, Chairman, submitted the following report. 
which was adopted: 
Resolution No. 29 on Physicians in Military Service —Y out 
reference committee is in accord with the intent of the resolution 





Vol. 155, No. 14 


but recommends that the following substitute resolution, em- 
bodying the same basic principles, be adopted, as follows: 

WHEREAS, Physicians being drafted into the military service during 
peacetime should expect their medical abilities to be used to the fullest 
advantage commensurate with their education and training; and 

WHEREAS, Routine physical examinations could readily be done by 
local physicians; therefore be it 

Resolved, That the Secretary of Defense and the Surgeon General of 
the Navy be requested to discontinue the policy of assigning service 
physicians to the duty of conducting physical examinations for recruiting 
stations. 

No. 30. Resolution on Accreditation of Small Hospitals 


Dr. Spencer A. Kirkland, for the Georgia delegation, intro- 
duced the following resolution, which was referred to the Refer- 
ence Committee on Medical Education and Hospitals: 

“WHEREAS, The Joint Commission on the Accreditation of Hospitals 
has done an excellent job maintaining high standards in large hospitals; 
and 

WHEREAS, It is difficult for smaller hospitals under 100 beds to main- 
tain this high level of standardization; and 


WHEREAS, The smaller hospital’s inability to meet the requirements is 
due to a shortage of properly trained personnel and a lack of funds for 
such personnel when available; therefore be it 

Resolved, That the Council on Medical Education and Hospitals investi- 
gate and set up a system of standardization for smaller hospitals in 
keeping with their general size, personnel, and facilities. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. W. Andrew Bunten, Chairman, submitted the following 
report, which was adopted: 

Your reference committee recommends that resolution no. 30 
on the accreditation of small hospitals be referred to the com- 
mittee of the Joint Commission on Accreditation of Hospitals 
which has been appointed to study this problem. 


No. 31. 


The Speaker announced that resolution no. 31 had been 
withdrawn. 


No. 32. Resolutions on Dr. Fred Wharton Rankin 


Dr. Clark Bailey, Kentucky, read the following resolutions, 
which were adopted by a unanimous, standing vote: 

WHEREAS, In the passing of Dr. Fred Wharton Rankin of Lexington, 
Ky., on May 22, 1954, the nation lost one of its most distinguished 
citizens and the medical profession of the world suffered an immeasurable 
loss; and 

Wuereas, Dr. Rankin was a prominent figure in the practice of surgery, 
making innumerable contributions to the knowledge and skills of this 
field; and 

Wuereas, Dr. Rankin gave forceful leadership through his service as 
president of the American Surgical Association in 1949 and as president 
of the American College of Surgeons in 1954; and 


Wuereas, Dr. Rankin’s contribution to the present and future practice 
of medicine as an inspiring teacher will likewise substantially influence 
the high quality of care of people of the world for generations to come; 
and 

Wuereas, Dr. Rankin’s work as Chief Consulting Surgeon to the 
armies of the United States, with the rank of brigadier general, during 
World War II was instrumental in the enormous reduction in mortality 
and morbidity consequent to World War II; and 

WuHerEAs, Dr. Rankin, as President of the American Medical Associa- 
tion in 1942 provided distinguished leadership for the medical profession 
in its efforts to meet the unprecedented demands created by World 
War II; and 

Wuereas, Dr. Rankin throughout his life provided precept and example 
worthy of emulation by his colleagues within the medical profession; 
now therefore be it 

Resolved, That the House of Delegates of the American Medical Asso- 
ciation gratefully acknowledge and affirm its deep appreciation for Dr. 
Fred Wharton Rankin’s unsparing work as physician, teacher, and medical 
leader, and his everlasting gifts to his fellow man; and be it further 

Resolved, That this resolution be made a part of the permanent record 
of the House of Delegates of the American Medical Association, and 
that a copy be sent to Mrs. Mayo Rankin of Lexington, Ky., the bereaved 
widow, assuring her of our sincerest sympathy in the loss that the entire 
medical profession all over the nation shares with her. 


No. 33. Resolution on Hotel Accommodations for Officials 
of Constituent Associations 
Dr. John F. Burton, Oklahoma, introduced the following 
resolution, which was referred to the Reference Committee on 
Miscellaneous Business: 


WHEREAS, The American Medical Association is desirous of the active 
support and cooperation of its constituent state associations’ members; and 
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Wuereas, It has actively solicited and encouraged the attendance of 
elective officers of the member state associations at the meetings of the 
American Medical Association; and 

WHEREAS, These Officials greatly enjoy attending meetings of the Ameri- 
can Medical Association but are now being denied that privilege due to 
inability to secure hotel accommodations; therefore be it 


Resolved, That the American Medical Association Board of Trustees 
instruct the Secretary of the American Medical Association to make 
definite provisions for these officials’ accommodations and not leave it 
to the discretion of the Local Committee on Arrangements. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. R. J. Azzari, Chairman, read the following report, which 
was adopted: 

Resolution No. 33 on Hotel Accommodations for Officials of 
Constituent Associations.—Your reference committee considers 
this resolution too far reaching, but recommends that the difficul- 
ties encountered as set forth in the resolution be given appropri- 
ate attention by the Board of Trustees. 


No. 34. Resolution on the “Doctor Draft” 


Dr. Paul D. Foster, for the California delegation, introduced 
the following resolution, which was referred to the Reference 
Committee on Medical Military Affairs: 

WHEREAS, National defense must continue to be paramount in the minds 
of the medical profession; and 


WHEREAS, The science and profession of medicine is absolutely essential 
in national defense; and 

WHEREAS, In the past and until very recently, national military medical 
personnel needs have been met on a voluntary basis; and 

WHEREAS, A State of affairs has come about whereby national military 
medical personnel needs must be met by draft; and 

WHEREAS, Any system of drafting medical officers cannot be as valuable 
in defense as a voluntary system; and 

WHEREAS, Any medical reserve officer program heretofore instituted has 
not given the reserve officer an even break in his training to assume 
military responsibility; and 

WHEREAS, It is the duty of the American Medical Association to point 
the way to a long-term medical defense policy; therefore be it 

Resolved, That this House of Delegates approve a program which will 
tend to achieve the following: (1) Institute a long-term policy in the 
American Medical Association relative to the medical reserve components 
of the services, including the National Guard; (2) Make an extensive study 
of the possibility of so increasing the attractiveness of the medical 
reserves and the National Guard that their enlargement will help eliminate 
the future danger of discriminatory draft of medical personnel; (3) Aid 
the services in establishment of realistic military educational programs 
which will prepare the medical reservist for greater usefulness in national 
defense in time of need; (4) Eliminate inequities of the promotional 
system for medical reservists; and (5) Set up committees and other 
permanent personnel to carry out a study and to institute the proper 
negotiations and liaison with government and others. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
MILITARY AFFAIRS 


Dr. Bernard Klein, Chairman, presented the following report, 
which was adopted: 

Resolution No. 34 on the “Doctor Draft.”’—This resolution 
was considered by your reference committee. It is the opinion 
of your committee that the subject matter of the resolution is 
so complicated and involved that it should be referred to the 
Council on National Defense for exhaustive study in order to 
determine the possibilities of increasing the attractiveness of the 
military reserves and the National Guard for physicians, 


No. 35. Resolutions on Judicial Power of American 
Medical Association 


Dr. Paul D. Foster, for the California delegation, introduced 
the following resolutions, which were referred to the Reference 
Committee on Amendments to the Constitution and Bylaws: 


WHEREAS, The Judicial Council frequently has presented to it for deci- 
sion controversies between contending parties or is asked for and gives its 
opinion On matters with respect to which there are differences of view; 
and 

Wuereas, The full hearings of both parties to a controversy is essential 
to a just determination of it and full cognizance of all views is essential 
to the expression of sound opinion and it is desirable that there should 
be equal opportunity for all interested persons to be heard; and 

WHEREAS, Interpretation of ethical principles of general application 
ought to be subject to examination by the House of Delegates; therefore 
be it 
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Resolved, That Division Three, Chapter XI, Section 10 (A) (1) be and 
hereby is amended to read as follows: 

(1) The judicial power of the Association in matters of broad general 
policy and the interpretation of ethical principles shall be vested in the 
Judicial Council, whose decision shall be final unless rejected or modified 
by the House of Delegates. All opinions of the Judicial Council shall be 
Open to inspection by any authorized representative of any constituent 
society of the American Medical Association at the headquarters of the 
Association. Any such opinion may be brought before the House of 
Delegates by any delegate at any of the three regular meetings of the 
House succeeeding the rendition of the opinion. The House may affirm 
or modify such opinion or return the matter to the Judicial Council for 
reexamination; and be it further 

Resolved, That Division Three, Chapter XI, Section 19 (a) be amended 
by adding at the end thereof a new paragraph as follows: 

(7) In matters with respect to which an investigating jury is not 
requested, the Judicial Council shall observe the following procedure: 
(a) No issue between parties shall be decided by the Judicial Council 
without affording to each party the opportunity to be heard in the 
presence of each other, either personally or by a representative of his 
choice both orally and in writing; all parties shall be notified of the time 
and place of hearing in ample time to make the right to be heard 
effective; (b) No opinion (except decision of specific controversies under 
paragraph (a) above) shall be rendered by the Judicial Council until at 
least 60 days after the request for opinion (or the tentative opinion if 
no request has been made) shall have been published in THE JouRNAL of 
the American Medical Association for two consecutive issues. Any mem- 
ber of the American Medical Association or a designated representative 
may present his views on such matter to the Judicial Council in writing, 
and, if any constituent or component society so requests, hearing shall 
be held at which any recognized medical society which desires it shall 
be heard by a representative of its choice.” 


REPORT OF REFERENCE COMMITTEE ON AMEND- 
MENTS TO THE CONSTITUTION AND BYLAWS 


Dr. R. B. Chrisman Jr. Chairman, submitted the following 
report, which was adopted: 

Resolution No. 35 on Judicial Power of American Medical 
Association.—Your reference committee recommends that this 
resolution be not approved. 


No. 36. Resolutions on Civil Defense 


Dr. Paul D. Foster, for the California delegation, presented 
the following resolutions, which were referred to the Reference 
Committee on Medical Military Affairs: 

WHEREAS, The present law governing civil defense expires June 30, 1954, 
and there is great need for reorganization; and 

WuerEAS, For many years there has been confusion regarding civilian 
defense, lack of adequate planning, policy making, and information to the 
public; and 

Wuereas, In view of the critical world situation in the light of recent 
developments adequate security for the civilian population must be pro- 
vided for; therefore be it 

Resolved, That there be established within the Department of Defense 
a Department of Civil Defense with equal status with the departments of 
the Army, Navy, and Air Force; and be it further 

Resolved, That the Department of Civil Defense be headed by a secre- 
tary who ranks equally with the secretaries of the Army, Navy, and Air 
Force; and be it further 

Resolved, That the chief operational officer of Civil Defense shall be a 
member of the Joint Chiefs of Staff. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL MILITARY AFFAIRS 


Dr. Bernard Klein, Chairman, read the following report, 
which was adopted: 

Resolution No. 36 on Civil Defense was considered by your 
reference committee. In view of the tremendous importance of 
the proposal that the Federal Civil Defense Administration be 
abolished and that its function be transferred to the Department 
of Defense, and since the American Medical Association has not 
as yet had an opportunity to study fully this complex matter, it 
is the recommendation of your committee that this resolution be 
referred to the Council on National Defense for study and for 
recommendation to the Board of Trustees. 


No. 37. Resolution on Hospital Residencies 
Dr. Paul D. Foster, for the California delegation, introduced 
the following resolution, which was referred to the Reference 
Committee on Medical Education and Hospitals: 


WHEREAS, The Council on Medical Education and Hospitals of the 
American Medical Association appears to be developing a policy of 
eliminating partial residencies from accreditation in those hospitals where 
complete board training is not offered, as shown by the recent ruling 
withdrawing approval of one year pediatric residencies; and 
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WuereAas, Restriction of recognition of residencies only to those insti- 
tutions that can furnish a complete program of two or more years as 
recommended by the Council on Medical Education and Hospitals of the 
American Medical Association militates against the adequate training of 
residency staffs and the perfection of care of patients, both clinic and 
private, in many hospitals, with or without university affiliations; therefore 
be it 

Resolved, That the attention of this House of Delegates be called to 
the deleterious effects on hospital programs of the above action of the 
American Medical Association Council on Medical Education and 
Hospitals. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 


Dr. W. Andrew Bunten, Chairman, presented the following 
report, which was adopted: 

Resolution No. 37 on Hospital Residencies pertains to the du- 
ration of residency training in approved hospitals. It was pointed 
out by members of the Council on Medical Education and Hos- 
pitals that the alternative to a one year residency program was 
the implementation of a two year program at the same institution 
or an affiliation with another approved hospital for the second 
year. Because this seems to be a reasonable requirement and be- 
cause the alternatives also seem to be reasonable, your committee 
recommends that no action be taken in regard to this resolution. 


No. 38. Resolution on Foreign Graduates 


Resolution No. 38 will be found following resolution No. 27 
on page 1252. 


No. 39. Resolution on Prepaid Medical Cost Insurance 


Dr. Paul D. Foster, for the California delegation, submitted 
the following resolution, which was referred to the Reference 
Committee on Insurance and Medical Service: 

WHEREAS, There is a continuing and growing public demand for ade- 
quate medical care insurance; and 


WHEREAS, It is important that the independence of the medical practi- 
tioner be preserved in any proper programs for meeting this demand; and 

WHEREAS, It is even more important that the quality of medical care be 
maintained under any such plan; therefore be it 

Resolved, That this House of Delegates memorialize the Board of Trus- 
tees and the appropriate Councils of the Association to press even more 
vigorously their search for some types of medical care insurance which will 
simultaneously meet these three needs. 


REPORT OF REFERENCE COMMITTEE ON INSURANCE 
AND MEDICAL SERVICE 


Dr. Thomas J. Danaher, Chairman, read the following report, 
which was adopted: 

Resolution No. 39 on Prepaid Medical Cost Insurance.—It is 
the opinion of your reference committee that the full facilities 
of the American Medical Association and its staff are available 
at all times on request to local and state medical societies to con- 
sider matters that were discussed in the reference committee 
meeting. The American Medical Association has standards and 
principles for insurance plans, copies of which have been availa- 
ble for some time. The Council on Medical Service is constantly 
studying future trends in the health insurance field. In view of 
the fact that this resolution does not clearly define the problem 
under consideration in California, your reference committee 
recommends that this resolution be disapproved. 


No. 40. Resolutions on Nurses’ Care 


Dr. Frank J. Holroyd, West Virginia, introduced the following 
resolutions, which were referred to the Reference Committee on 
Medical Education and Hospitals: 

WuHerEAS, The hospitals of this country which conduct nursing training 
schools are being severely compromised financially because of lack of floor 
nursing time in the nurses’ training schedule; and 

Wuereas, The graduate nurses produced by these schools are receiving 
in training less and less practical experience; and 

WHEREAS, The trend of teaching is injuring the initiative of the trainee 
to participate in active patient care; therefore be it 

Resolved, That the Kanawha Medical Society request, through the 
House of Delegates of the West Virginia State Medical Association, that 
the American Medical Association devote serious study to the necessary 
machinery to reverse this alarming trend and return our nurses to greater 
devotion to the personal care of the patient; and be it further 

Resolved, That the Delegates of the Kanawha Medical Society present 
this adopted resolution to the House of Delegates of the West Virginia 
State Medical Association at its next regular meeting and that copies of 
this resolution be sent to the secretary of each component society of the 
West Virginia State Medical Association. 
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No. 59. Resolution on National League for Nursing, Nursing 
Education, and Nursing Service 


Dr. Cleon A. Nafe, for the Indiana delegation, introduced 
the following resolution, which was referred to the Reference 
Committee on Medical Education and Hospitals: 

WHEREAS, The National League for Nursing has assumed the responsi- 
bility of accrediting schools for nursing education throughout the United 
States through their National Nursing Accreditation Services; and 

WHEREAS, Membership in the National League for Nursing is available 
to physicians and all others interested in nursing education and nursing 
services; and 

WHEREAS, The National League for Nursing now is creating state chap- 
ters throughout the United States; and 

WuerEAS, The problem of nursing care is of vital interest to the medical 
profession; therefore be it 

Resolved, That this House of Delegates request the Board of Trustees 
to appoint a special committeé on nursing services, for the purpose of 
(1) acquainting the medical profession more thoroughly with the activities 
and objectives of the National League for Nursing; (2) urging physicians 
to join the National League for Nursing through state and local chapters, 
for the purpose of giving constructive advice and assistance in improving 
nursing care and nursing education and in recruiting nursing personnel; 
and (3) studying the many nursing problems and acting as a liaison com- 
mittee with the National League for Nursing. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 


Dr. W. Andrew Bunten, Chairman, read the following report, 
which was adopted: 

Resolutions No. 40 and 59, dealing with nursing care and serv- 
ice, were referred to your reference committee. Your committee 
is in accord with the objectives sought by these resolutions but 
wishes to substitute for them the following resolution: 


Resolved, That the House of Delegates request the Board of Trustees 
to consider the appointment of a Committee on Nursing Service for the 
purpose of achieving the objectives of resolutions no. 40 and 59. 


No. 41 


It was announced by the Speaker that resolution No. 41 had 
been withdrawn. 


No. 42. Resolutions on Membership for Special Groups 
of Physicians 


Dr. Harlan English, for the Illinois delegation, introduced the 
following resolutions, which were referred to the Reference Com- 
mittee on Amendments to the Constitution and By-laws: 


WHEREAS, There are 7,000 new graduates from approved medical schools 
each year and 25,000 physicians of good repute who are serving intern- 
ships, residencies, and fellowships in approved hospitals and who are not 
affiliated with any constituent medical association; and 


WHEREAS, Many of these physicians have expressed a desire to be 
affiliated with organized medicine but have been prevented from so doing 
because some societies do not make provision for this type of membership 
or because of the cost of regular membership; and 


WHEREAS, It would be of mutual benefit to these physicians and to 
organized medicine to have them hoid membership in a component society 
and a constituent association; therefore be it 


Resolved, That this House of Delegates go on record as endorsing a 
type of membership, either with no membership fee or a nominal fee, for 
physicians who are graduates of approved schools and who are serving 
internships, residencies, or fellowships in approved hospitals; and be it 
further 

Resolved, That the Secretary of the American Medical Association be 
instructed to send copies of this resolution to the secretary of each 
constituent association with the recommendation that it be implemented by 
the necessary action to extend membership to this special group of 
physicians, ‘ 


REPORT OF REFERENCE COMMITTEE ON AMEND- 
MENTS TO THE CONSTITUTION AND 
BYLAWS 


Dr. R. B. Chrisman Jr., Chairman, read the following report, 
which was adopted: 

Your committee recommends the approval of resolution no. 
42 concerning membership for special groups of physicians as 
submitted by Dr. Harlan English for the Illinois State Medical 
Society. 


No. 43. Resolution on Death of Dr. Edward H. Cary 
Dr. Milford O. Rouse, on behalf of the Texas delegation, pre- 
sented the following memorial resolution, which was adopted 
‘unanimously by a rising vote: 
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PREAMBLE 

Dr. Edward H. Cary, outstandingly unique citizen, educator, and 
medical statesman from Texas, was called from the walks of men on Dec. 
11, 1953, shortly after the St. Louis meeting. Although he reached the 
mature age of 81 years, he was to be found in his office daily until a 
short two weeks before his death. An abundant life of service, such 
as was his, calls not so much for grief or regret, as for grateful appre- 
ciation from his countless friends in the American Medical Association. 

Dr. Cary was a civic leader in his chosen home city of Dallas and 
State of Texas. His span of over 50 years of service parallels the 
tremendous development of the great Southwest, of which he was an 
appropriate symbol. His fatherly affection and love for his family was 
typical of his expanded interest in people and in anything that was for the 
good of his friends and neighbors, and Ed Cary was always approachable 
to anyone who needed his kindly counsel. All cultural movements of his 
era were befriended by him. He was an astute businessman, a director in 
the largest bank in Dallas, and builder of the world’s first multistoried 
medical arts building. 

The beloved Texan was a perpetual educator. Early in the century he 
welded together a virile medical school in Dallas, and for years he was 
dean of Baylor University College of Medicine. He led in the creation 
of the Southwestern Medical Foundation, dedicated to the building of a 
great medical center in Dallas, and sponsor of the Southwestern Medical 
College, now a part of the University of Texas. Hundreds of physicians 
remember his genuine fatherly interest in them as students. 

Dr. Cary was acclaimed a master in his chosen specialty of ophthal- 
mology and otolaryngology and a generous and capable contributor to its 
literature. But his interest in medicine was of a national scope, encom- 
passing service to the American people as well as to his fellow physicians. 
At an early date he advocated voluntary health insurance programs as the 
best means not only to combat a compulsory health system but also to 
render greater health service to the American people. He was president 
of the Blue Cross-Blue Shield Plans of Texas, which he helped to found. 
He served successively as president of his county and the Texas Medical 
Association, of the Southern Medical Association, and then of the Amer- 
ican Medical Association in 1932-1933, the only Texan to hold that high 
responsibility. He served in the House of Delegates of the American 
Medical Association for years, then as Trustee, and then after his presi- 
dency, probably rendered his greatest service in heading the National 
Physicians’ Committee, credited as the most potent force in successfully 
stemming the tide toward socialized medicine. 

Ed Cary, the kindly medical statesman from Texas, will long live in 
the memory of his friends in this House of Delegates; therefore be it 


Resolved, By the House of Delegates of the American Medical Asso- 
ciation: (1) That grateful tribute be expressed to the memory of Past 
President Edward H. Cary; (2) That a copy of these resolutions be 
made a part of the minutes of this session of the House of Delegates; and 
(3) That a copy of these resolutions be sent to the family of Dr. Cary. 


No. 44, Resolution on Negro Physicians in North Carolina 


Dr. Millard D. Hill, for the North Carolina delegation, intro- 
duced the following resolution, which was referred to the Refer- 
ence Committee on Amendments to the Constitution and Bylaws: 

WHEREAS, The members of the Medical Society of the State of North 


Carolina are anxious to maintain the cordial relations existing between 
the white and Negro physicians in North Carolina; and 


WHEREAS, They recognize the advantages to the Negro physicians of 
membership in the American Medical Association; and 


WHEREAS, At present it is not feasible, because of limits of space in 
the hotels of North Carolina, and also because of existing custom, to 
attempt to have joint meetings of both groups; and 

WHEREAS, The Old North State Medical Society, which for 56 years has 
been the state organization of Negro physicians, has asked to be admitted 
“as a constituent association of the American Medical Association”; and 


WHEREAS, The House of Delegates of the Medical Society of the State 
of North Carolina, at its annual meeting in May, 1954, voted to approve 
and reiterate this request and sponsor the Old North State Medical Society 
as a constituent of the American Medical Association; therefore be it 


Resolved, That the House of Delegates of the American Medical Asso- 
ciation approve the request of the Medical Society of the State of North 
Carolina and so recognize the Old North State Medical Society as an 
affiliated constituent of the society and, also, of the American Medical 
Association. 


REPORT OF REFERENCE COMMITTEE ON AMEND- 
MENTS TO THE CONSTITUTION AND 
BYLAWS 


Dr. R. B. Chrisman Jr., Chairman, submitted the following 
report, which was adopted: 

Your committee reviewed resolution no. 44, introduced by Dr. 
Millard D. Hill, Medical Society of the State of North Carolina. 
Drs. Millard D. Hill and Charles F. Strosnider appeared before 
the committee in support of this resolution. The committee is 
fully cognizant of the problem as presented; however, in view of 
the fact that there is no provision in the Constitution for an 
“affiliated constituent” of the American Medical Association, it 
recommends that this resolution be not approved. 
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No. 45. Resolution on Allocation of Total Payment by 
Blue Shield Plans 


Dr. J. Wallace Hurff, for the New Jersey delegation, intro- 
duced the following resolution, which was referred to the Refer- 
ence Committee on Insurance and Medical Service: 

WHEREAS, It has always been considered ethical practice for physicians 
to render separate bills to the patient in instances where such physicians 
have participated in any way in the treatment of the patient, on the basis 
of a just fee for such treatment, and for the patient in turn to pay each 
of the physicians separately; and 

WHEREAS, The House of Delegates of the American Medical Association 
(December, 1952) called attention to the fact “‘that separate bills must 
be rendered to the patient by consultants, assistants, anesthetists, and all 
other physicians;’’ and 

WHeREAS, The Judicial Council of the American Medical Association in 
its report to the House of Delegates in December, 1952, stated that it 
“has held many times that when a surgeon renders a bill for his fee it 
should not include bills from colleagues who act as assistants or anesthe- 
tists, but these colleagues should render their own bills’; and 

WHEREAS, Many patients are now insured by Blue Shield plans for 
payment for medical, surgical, and obstetric services of physicians; and 

WHEREAS, These plans provide specified maximum payments for such 
services; and 

WHEREAS, Physicians at times collaborate in rendering such services 
to patients enrolled in such plans; and 

Whereas, It follows that it is equally proper for such physicians to 
render bills separately to a Blue Shield plan as it is to a private patient 
not covered by a plan; and 

WHEREAS, The House of Delegates of the Medical Society of New 
Jersey on May 18, 1954, adopted the following statements of policy: 

“1. Any physician who assists in a medical, surgical, or obstetric pro- 
cedure is entitled to receive a fee commensurate with the service he 
renders. 

“2. The determination of eligibility of an assistant in a medical, surg- 
ical, or obstetric procedure shall be the direct responsibility of the 
particular hospital service concerned. 

3. It is the opinion of the committee that the fee schedule as listed 
by Medical-Surgical Plan for a surgical procedure is an all-inclusive fee, 
and does not represent solely the fee for the operative procedure alone. 
Therefore, the committee recommends that the total fee for the procedure 
be reapportioned and that a new schedule of fees be established to provide 
payment for adequate and active preoperative and postoperative care and 
for the technical assistance at the operative procedure itself as well as 
for the operative procedure. Nothing in the foregoing shall be interpreted 
to imply any change in the original fixation of responsibility of the 
attending surgeon for the care of the patient. 

“4. Each physician who participates actively in the care of a patient 
shall send his bill for services separately to the Medical-Surgical Plan for 
payment” ; and 

Wuereas, Such a procedure is not “the refunding of any portion of the 
total fee for the care of a patient” to any physician, as was disapproved 
by the Board of Regents of the American College of Surgeons on Dec. 7, 
1953; therefore be it 

Resoived, That the House of Delegates of the American Medical 
Association approve the principle that a Blue Shield plan may make 
separate payments to eligible physicians who render services to an enrolled 
patient from the maximum scheduled payment available for such services, 
under the following circumstances: (1) That on certificaiton of the 
operating surgeon, the scheduled amounts available for services rendered 
may be paid by the plan to a physician other than the operating surgeon 
provided that such other physician has properly rendered such services; 
(2) That each physician submit his individual report and charges to the 
plan according to the services rendered the patient; (3) That the plan 
make separate payment for the services of each physician; and (4) That 
the plan notify the patient of each payment made by the plan. 


REPORT OF REFERENCE COMMITTEE ON INSURANCE 
AND MEDICAL SERVICE 


Dr. Thomas J. Danaher, Chairman, read the following report, 
which was adopted: 

Resolution No. 45 on Allocation of Total Payment by Blue 
Shield Plans—Apparently the intent of this resolution is for the 
House of Delegates to approve the principle that a Blue Shield 
plan may make separate payments to eligible physicians who 
render services to an enrolled patient. It was brought to the atten- 
tion of your reference committee that this method of payment 
has been used by certain Blue Shield plans in the past. As far 
as your committee can determine, there is no violation of the 
Principles of Medical Ethics, and your committee recommends 
the approval by the House of Delegates of this resolution, 


No. 46. Resolutions on Relief for Staff Members 
Dr. Thomas H. Bates, Florida, introduced the following res- 
olutions, which were referred to the Reference Committee on 
Medical Education and Hospitals: 
WHEREAS, The American Medical Association is a democratic organiza- 
tion which serves the needs of our profession, and in so doing verbalizes 
and certifies to the obligations of its members to society; and 
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Wuereas, It is believed that there is a growing tendency on the part 
of hospital accreditation boards to select, describe, prescribe, and pro- 
scribe hospital staffs and practices and to limit and censor them by 
discriminatory certification; therefore be it 

Resolved, That the American Medical Association go on record as 
demanding a halt to the attempts by hospital accreditation authorities to 
propose, recommend, and by threat of reprisal force the adoption of 
rules, regulations, and various and diverse requirements which would 
look to the most minute and detailed overlordship in every phase of our 
hospital practices; and be it finally 

Resolved, That the American Medical Association, as a party to the 
hospital certifying commission, look actively to the defense of the members 
of the American Medical Association, in order that they do not become 
the recipients of a most obnoxious and unnecessary burden. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 


Dr. W. Andrew Bunten, Chairman, read the following report, 
which was adopted: 

Resolution No. 46 on Relief for Staff Members—yYour com- 
mittee is under the impression that this resolution arose from an 
unfortunate local misunderstanding. Because your committee 
does not feel that all of the allegations contained in this resolu- 
tion are completely justified, it recommends disapproval. 


No. 47. Resolutions on Proposed Amendment to Bylaws, 
Chapter XI, Section 10 (A) 


Dr. George A. Unfug, Colorado, introduced the following 
resolutions, which were referred to the Reference Committee 
on Amendments to the Constitution and Bylaws: 


WHEREAS, The Judicial Council frequently has presented to it for 
decision controversies between contending parties or is asked for and 
gives its opinion on matters with respect to which there are differences 
of view; and 

WHEREAS, The full hearing of both parties to a controversy is essential 
to a just determination of it, and full cognizance of all views is essential 
to the expression of sound opinion, and it is desirable that there should 
be equal opportunity for all interested persons to be heard; and 

WHEREAS, The interpretation of ethical principles of general application 
ought to be subject to examination by the House of Delegates; therefore 
be it 

Resolved, That Division Three, Chapter XI, Section 10 (A) (1) of the 
Bylaws of the American Medical Association be and hereby is amended 
to read as follows: 

“(1) The judicial power of the Association shall be vested in the 
Judicial Council whose decision shall be final; provided, however, that 
the Judicial Council shall report to each session of the House of Dele- 
gates all interpretations made by it of the Principles of Medical Ethics or 
the policies of the Association omitting the names of ndividuals;’”’ and 
be it further 

Resolved, That Division Three, Chapter XI, Section 10 (A) of the 
Bylaws of the American Medical Association be and hereby is amended 
by adding at the end thereof a new paragraph as follows: 

(7) In matters with respect to which an investigating jury is not 
requested, the Judicial Council shall observe the following procedure: 
(a) No issue between parties shall be decided by the Judicial Council 
without according to each party the opportunity to be heard in the 
presence of each other either personally or by a representative of his 
choice both orally or in writing. All parties shall be notified of the time 
and place of hearing in ample time to make the right to be heard 
effective; (b) No opinion (except decision of specific controversies under 
paragraph (a) above) shall be rendered by the Judicial Council until 
at least sixty days after the request for opinion (or the tentative opinion 
if no request has been made) shall have been published in THE JOURNAL 
of the American Medical Association for at least two consecutive issues. 
Any member of the American Medical Association or a_ designated 
representative may present his views on such matter to the Judicial 
Council in writing, and, if any constituent or component society so 
request, hearing shall be held by the Judicial Council, at which any 
recognized medical society which desires it shall be heard by a repre- 
sentative of its choice.” 


REPORT OF REFERENCE COMMITTEE ON AMEND- 
MENTS TO THE CONSTITUTION AND 
BYLAWS 

Dr. R. B. Chrisman Jr., Chairman, submitted the following 
report, which was adopted: 

Resolution no. 47, regarding amendment to Division Three, 
Chapter XI, Section 10 (A) of the Bylaws of the American 
Medical Association, was received and reviewed very carefully. 
It is your committee’s recommendation that this resolution be 
referred to the Council on Constitution and Bylaws. 


No. 48. Resolutions on Automobile Safety 
Resolution no. 48 will be found following resolution no. 2 
on page 1245. 
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No. 49. Resolution on National Blood Foundation 
Dr. Jesse D. Hamer, Arizona, presented the following resolu- 
tion, which was referred to the Reference Committee on Mis- 
cellaneous Business: 


WHEREAS, It appears that the blood bank committee of the American 
Medical Association has made a report to the Board of Trustees -in 
which it is proposed that the American Medical Association join with 
certain other national organizations, to wit, American National Red 
Cross, American Association of Blood Banks, American Hospital Asso- 
ciation, American Society of Clinical Pathologists, and others to be 
determined, in the formation of a National Blood Foundation; and 

WHEREAS, The purposes of this organization among others are: (1) To 
develop ways and means to make blood and its derivatives available to 
all persons in the United States; (2) to stimulate and advise on areas 
of research in the collection, preservation, and use of blood and its 
derivatives; (3) to collect, study, and disseminate information on blood 
and blood derivatives; (4) to establish a national blood clearing house 
to expedite the exchange of blood credits; and (5) to serve, on invitation, 
for arbitration of disputes arising in the collection and use of blood and 
its derivatives, all of which purposes are laudable but are probably 
being performed in whole or part by the American Association of Blood 
Banks and other organizations nationally interested in blood banking; and 

Wuereas, Certain other proposed purposes of the National Blood 
Foundation do not relate to medical aspects of blood banking but pro- 
pose to regulate on a national basis administrative policies and personnel 
qualifications, and to set up standards for the approval and accreditation 
of approved banks in addition to the present licensing procedure for 
blood banks now administered by the United States Public Health Service; 
and 

WHEREAS, It is believed that regulation of administrative policies and 
practices of blood banks on a national basis would achieve no useful 
purposes, but would take away from the local county medical society 
the determination of the kind and type of blood banking service desired 
in the local community and would subject any local blood bank to 
national regimentation in order to obtain approval and accreditation of 
the National Blood Foundation; therefore be it 

Resolved, That the Maricopa County Medical Society recommend to 
the Arizona State Medical Association and to the American Medical 
Association that the American Medical Association review and carefully 
examine its position and viewpoint concerning the National Blood Founda- 
tion to the end that the American Medical Association should approve, 
foster, and support a program related to the medical operation of blood 
banking that will provide for coordination of blood bank activities in the 
times of national disaster or emergencies, but will Oppose a program that 
would take from a local county medical society the local determination 
of the need for and type of blood banking program that shall serve the 
community, including any attempt at regimentation of blood banking 
activity at the local level which would interfere with free enterprise. 


No. 57. Resolution on National Blood Foundation 


Dr. John L. Otto, for the Texas delegation, introduced the 
following resolution, which also was referred to the Reference 
Committee on Miscellaneous Business: 


WHEREAS, It appears that the blood bank committee of the American 
Medical Association has made a report to the Board of Trustees in 
which it is proposed that the American Medical Association join with 
certain other national organizations, to wit, American National Red Cross, 
American Association of Blood Banks, American Hospital Association, 
American Society of Clinical Pathologists, and others to be determined, 
in the formation of a National Blood Foundation; and 


WHEREAS, The purposes of this organization, among others are: (1) to 
develop ways and means to make blood and its derivatives available to 
all persons in the United States; (2) to stimulate and advise on areas of 
research in the collection, preservation, and use of blood and its deriva- 
tives; (3) to collect, study, and disseminate information on blood and 
blood derivatives; (4) to establish a national blood clearing house to 
expedite the exchange of blood credits; and (5) to serve, on invitation, 
for arbitration of disputes arising in the collection and use of blood and 
its derivatives, all of which purposes are laudable but are probably being 
performed in whole or part by the American Association of Blood Banks 
and other organizations nationally interested in blood banking; and 

WHEREAS, Certain other proposed purposes of the National Blood 
Foundation do not relate to medical aspects of blood banking but 
propose to regulate on a national basis, administrative policies and 
Personnel qualifications, and to set up standards for the approval and 
accreditation of approved banks in addition to the present licensing 
procedure for blood banks now administered ty the United States Public 
Health Service; and 

WuerEas, It is believed that regulation of administrative policies and 
Practices of blood banks on a national basis would achieve no useful 
Purposes, but would take away from the local county medical society 
the determination of the kind and type of blood banking services desired 
in the local community and would subject any local blood bank to 
national regimentation in order to obtain approval and accreditation of 
the National Blood Foundation; now therefore be it 


Resolved, That the House of Delegates request the Committee on Blood 
of the American Medical Association to reexamine its position and view- 
point concerning the National Blood Foundation to the end that the 
American Medical Association should approve, foster, and support a 
Program related to the medical operation of blood banking that will 
Provide for coordination of blood bank activities in times of national 
disaster or emergencies, but will oppose a program that would take from 
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a local county medical society the local determination of the need for 
and type of blood banking program that shall serve the community, 
including any attempt at regimentation of blood banking activity at the 
local level which would interfere with free enterprise. 

This resolution is not to be construed as opposing proper accreditation 
by the American Medical Association of blood bank facilities. 


REPORT OF THE REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


The reference committee considered resolutions no. 49 and 57 
in conjunction with supplementary report “J” of the Board of 
Trustees, and its report on them will be found on page 1071 of 
the July 17, 1954, issue of THE JOURNAL. 


No. 50 


The Speaker announced that resolution no. 50 had been with- 
drawn, it being identical with resolution no. 13. 


No. 51. Resolutions on Hospital Accreditation by Council on 
Medical Education and Hospitals 


Dr. James Stevenson, Oklahoma, presented the following res- 
olutions, which were referred to the Reference Committee on 
Medical Education and Hospitals: 

WHEREAS, The evaluation of medical standards in hospitals is a prob- 
lem of interest to all segments of the medical profession; and 

WHEREAS, The American Medical Association is the sole organization 
in the United States representative of the entire medical profession; and 

WHEREAS, The Council on Medical Education and Hospitals of the 
American Medical Association, which now approves hospitals for intern 
and residency training, is the logical and preper agency to establish 
standards for medical and surgical care in hospitals and to inspect and 
approve hospitals meeting such standards; and 

WHEREAS, It is apparent that the Joint Commission on Accreditation 
of Hospitals, which was created with the approval of the House of Dele- 
gates in 1951 and which is composed of representatives from five separate 
organizations, is administratively cumbersome; and 

WHEREAS, Under the organizational structure of the joint commission, 
members of the medical profession are provided with no means by which 
they may voice official complaints to, or otherwise exercise any influence 
over, the policies and procedures of the joint commission; and 

WuHerEAsS, If responsibility for hospital accreditation were assumed by 
the American Medical Association, individual physicians and special 
groups within the profession could express their views and maintain 
control over this important phase of medical practice through the demo- 
cratic avenues afforded by the Constitution and By-Laws of the American 
Medical Association and its constituent societies; therefore be it 

Resolved, That the Board of Trustees and the Council on Medical 
Education and Hospitals consider the advisability of withdrawing from 
the Joint Commission on Accreditation of Hospitals and assuming the 
sole responsibility of all accreditation of hospitals in so far as they 
pertain to the professional qualifications and administration thereof; 
and be it further 

Resolved, That adoption of this resolution shall in no way preclude 
the joint commission or any other agency from exercising control over 
the evaluation and accreditation of nonmedical and purely administrative 
matters in hospitals. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 

Dr. W. Andrew Bunten, Chairman, read the following report, 
which was adopted: 

Resolution No. 51 on Hospital Accreditation by Council on 
Medical Education and Hospitals—Your committee believes 
that resolution no. 51, calling for the American Medical Associa- 
tion withdrawing from the Joint Commission on the Accredita- 
tion of Hospitals, should not be approved. Although the joint 
commission has been in operation for but a relatively short 
period of time, its work has been outstanding. It deserves con- 
tinued support from the American Medical Association in its 
efforts to improve hospital standards. 


No. 52. Resolution on Package Library Service 

Dr. James Z. Appel, for the Pennsylvania delegation, intro- 
duced the following resolution, which was referred to the Refer- 
ence Committee on Reports of Board of Trustees and Secretary: 

Wuereas, The American Medical Association has one of the best medi- 
cal libraries in the world; and 

WHEREAS, Physicians in countries other than the United States who are 
preparing scientific papers where library facilities are not adequate have 
occasionally shown a desire to have access to literature in medical 
libraries in the United States; and 

WHEREAS, The American Medical Association, by its support of the 
World Medical Association has expressed its interest and concern for 
cooperative effort among physicians in the free world; now therefore be it 
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Resolved, That the Board of Trustees of the American Medical Asso- 
ciation be authorized to take the necessary action so that physicians of 
countries other than the United States, and who are members of the 
World Medical Association, have access to the Package Library Service 
of the American Medical Association in instances and with safeguards 
deemed appropriate by proper authorities of the American Medical 
Association. 


REPORT OF REFERENCE COMMITTEE ON REPORTS OF 
BOARD OF TRUSTEES AND SECRETARY 


Dr. Eugene F. Hoffman, Chairman, presented the following 
report, which was adopted: 


Resolution No. 52 on Package Library Service.-—Your com- 
mittee, Dr. George Lull, and Dr. Austin Smith explored the 
many ramifications that this resolution presented. We find that 
the Library of the American Medical Association does not pos- 
sess sufficient materials for extensive general or highly specialized 
research. We believe that the loss of the journals, books, and 
reprints by failure to be returned if sent to foreign countries 
would be so great that the services would be prohibitive to the 
Library patrons. Books sent to India, for example, require ap- 
proximately 8 to 10 weeks to reach their destination and a like 
time for their return. Shipment by air is unduly expensive. This 
great time factor would require many duplications because of 
the length of time that the literature would be en route and in 
the hands of the borrower. The loss in shipping this type of ma- 
terial to foreign countries is approximately 20 to 25% of all 
shipments. Your committee is also aware that these services 
would be a duplication of the services of the Army Library and 
would not be financially feasible. Your reference committee 
recommends that resolution no. 52 be not passed. 


No. 53. Resolution on Selection of Personal Physician 
for Doctors 


Dr. Paul A. Davis, for the Section on General Practice, pre- 
sented the following resolution, which was referred to the Refer- 
ence Committee on Hygiene, Public Health, and Industrial 
Health: 

WHEREAS, The health needs of the American people can adequately be 
met only if there is an ample number of able and efficient practitioners 
of medicine; and 

WuereEas, The health of America’s doctors is thus a matter of grave 
concern not only to the individual doctors, their families, and the entire 
medical profession, but to the public as well; and 

WHEREAS, It is a well-recognized and deplorabie fact that the physician 
is often the last one to heed advice he urges on his patients and thus 
often goes without periodic examinations or without the advantage of a 
personal physician who maintains an accurate health record of the 
individual physician and the members of his family; and 

WHEREAS, Failure to heed his own advice, and failure to employ the 
services of a family physician for himself and his family may be directly 
related to the fact that the average life expectancy of physicians in 
America is appreciably lower than the average life expectancy of males 
generally; and 

WHEREAS, The members of a physician’s family are deprived of ade- 
quate and proper medical care if they resort to first one and then another 
of the physician’s medical colleagues with no single individual filling the 
role of a personal physician for the family and maintaining a continuing 
health record for each member of the family; and 

WHEREAS, The American Academy of General Practice, at the instigation 
of its late vice president, Dr. Merrill Shaw of Seattle, has launched a 
program to persuade every physician in America to select a regular 
family physician for himself and his family; and 

WHEREAS, This program, which has attracted widespread attention in 
newspapers and popular magazines, is setting an important precedent for 
the lay public which, if followed, will improve the nation’s health and 
simultaneously the goodwill enjoyed by the medical profession; now 
therefore be it 

Resolved, That the American Medical Association go on record as 
heartily approving and endorsing such a worthy program. 


REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH, AND INDUSTRIAL HEALTH 
Dr. Charles L. Farrell, Chairman, read the following report, 
which was adopted: 
Resolution No. 53 on Selection of a Family Physician.—Y our 
reference committee approves the resolution and recommends its 
adoption. 


No. 54. Resolution on Competence of Foreign Medical 
School Graduates 


Resolution no. 54 will be found following resolutions no. 27 
and 38 on page 1252. 


J.A.M.A., July 31, 1954 


No. 55. Resolutions Opposing Compulsory Social Security 
Taxation and Its Extension 


Dr. Truman C. Terrell, for the Texas delegation, introduced 
the following resolutions, which were referred to the Reference 
Committee on Legislation and Public Relations: 


-WHEREAS, The social security system is based on a completely com. 
pulsory principle that is contrary to the essential principles of individual 
liberty and freedom; and 

WHEREAS, Numerous federal court decisions have held that the social 


security tax is just another income tax, which creates no contractural or 
moral obligation for payment of benefits; and 
WHEREAS, Legislation is now pending which will force 10,500,000 per. 


sons, including physicians, into the system; and 

WHEREAS, The American Medical Association has on many occasions 
Stated its opposition to the extension of compulsory Social Security 
taxation; therefore be it 

Resolved, That the American Medical Association through its House 
of Delegates in regular session assembled this the 21st day of June, 1954. 
does hereby go on record as being opposed to compulsory social security 
taxation, the waiver of premium provisions, and its extension; and be jit 
further 

Resolved, That a copy of this resolution be sent to each member of 
the national Congress. 


REPORT OF REFERENCE COMMITTEE ON LEGISLA. 
TION AND PUBLIC RELATIONS 


Dr. Floyd S. Winslow, Chairman, read the following report, 
which was adopted: 


Resolution No. 55 Opposing Compulsory Social Security 
Taxation and Its Extension—Your reference committee has 
considered resolution no. 55 and after careful study of its con- 
tents presents instead the following substitute resolutions: 

WHEREAS, This House of Delegates has on many occasions considered 
the social security system as a philosophy of government and has taken 
no position for or against this philosophy, as such, but has on numerous 
occasions vigorously opposed those provisions which will place physicians 
compulsorily under this system, and has also opposed the “waiver of 
premium” provisions which have been proposed; therefore be it 

Resolved, That the American Medical Association, through its House 
of Delegates in regular session assembled this 23rd day of June, 1954, 
does hereby go on record in reaffirmation of its opposition to the com- 
pulsory coverage of physicians under social security and the “waiver of 
premium” provisions as now embodied in H.R. 9366; and be it further 

Resolved, That this House of Delegates is not in opposition to the 
voluntary coverage of physicians under the social security system. 


No. 56, Resolution on Control and Distribution of 
Gamma Globulin 


Dr. John K. Glen, for the Texas delegation, introduced the 
following resolution, which was referred to the Reference Com- 
mittee on Hygiene, Public Health, and Industrial Health: 

WHEREAS, The national policy for the control and distribution of 
gamma globulin is now limited to one national philanthropic organization 
and is not generally available to those engaged in the practice of medi- 
cine except for specific purposes and with specific limitations; and 

WHEREAS, A number of physicians have used gamma globulin for 
several years as an aid in the management of certain infectious complica- 
tions of allergic disorders, frequently recurring respiratory infection, par- 
ticularly in children, and for other nonspecific conditions; and 

WHEREAS, It is believed that the public interest would be better served 
by a more liberal distribution of gamma globulin; now therefore be it 

Resolved, That the House of Delegates of the American Medical 
Association go on record as requesting the Committee on Blood of the 
American Medical Association to reevaluate the means and methods 
concerning the distribution of gamma globulin so that it can be released 
for normal distribution. 


REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH, AND INDUSTRIAL HEALTH 
Dr. Charles L. Farrell, Chairman, read the following report, 
which was adopted: 
Resolution No. 56 on Control and Distribution of Gamma 
Globulin —Your reference committee approved the resolution 
and recommends its adoption. 


No. 57, Resolution on National Blood Foundation 
Resolution no. 57 will be found following resolution no. 4° 
on page 1257. 


No. 58. Resolution on Presumption of Service Connection 

Dr. Clifford C. Sherburne, for the Ohio delegation, introducec 
the following resolution, which was referred to the Reference 
Committee on Legislation and Public Relations: 

WHEREAS, The American Medical Association through action of 1s 
House of Delegates meeting in June, 1953, is on record as advocating 4 
basic change in laws governing Veterans Administration policy on 1c 
service-connected cases; and 





ea @ owe ee me Se HU 








per- 


sions 
urity 


louse 
1954, 
urity 
be it 


r of 


LA- 


port, 


urity 
has 
con- 


dered 
taken 
erous 
clans 
-r Of 


{ouse 
1954 
com- 
er of 
her 

» the 


thods 
eased 


2NE, 
port, 


mma 
uulon 


luced 
rence 


of its 
fing a 
nen 





Vol. 155, No. 14 






WHEREAS, We believe ali legitimate service-connected cases should 
receive the best possible care and among the non-service-connected cases 
only indigent veterans suffering from tuberculosis or psychiatric or neu- 
rological diseases should be cared for under the Veterans Administration 
medical program, and this care to cease as soon as local facilities become 
adequate; and 

WHEREAS, Now it can be clearly recognized that certain pressure groups 
are attempting, through Veterans Administration directives and legis- 
lative programs already enacted by Congress or currently being considered 
by Congress, or by the so-called device of legislative action to determine 
the etiology, clinical history, patient’s pathology, and course of many 
diseases under the catch-all phrase, “presumption of service connection,” 
to the extent that legislation has now been proposed which would if 
enacted presume that certain diseases if acquired by an individual seven 
years after separation from military service were indeed service connected; 
and 

WHEREAS, Such legislative action has neither medical facts, statistics, 
history, or scientific information to support or warrant its consideration 
or enactment as the law of this country; and 

WHEREAS, In many instances neither medical, scientific or other quali- 
fied authorities have been given an opportunity to discuss before legisla- 
tive committees the medical and scientific aspects of the so-called “‘pre- 
sumption of service connection”’ legislation; now therefore be it 

Resolved, That the American Medical Association undertake, with all 
facilities, committees, and groups now available to it and its constituent 
medical societies at the state and county level, a program to educate the 
people of this country and their elected representatives of the dangers 
inherent to the nation as a whole in this current program of attempting 
by legislative action to control the etiology, pathology, clinical course, 
and outcome of disease in an individual under the so-called phrase 
“presumption of service connection.” 


REPORT OF REFERENCE COMMITTEE ON LEGISLA- 
TION AND PUBLIC RELATIONS 


Dr. Floyd S. Winslow, Chairman, presented the following 
report, which was adopted: 

Resolution No. 58 on Presumption of Service Connection.— 
This resolution embodies similar content and philosophy to res- 
olution no. 60. Therefore, the statement of your reference com- 
mittee applying to resolution no. 60 is equally applicable to 
this resolution. 


No. 59. Resolution on National League for Nursing, Nursing 
Education, and Nursing Service 


This resolution will be found following resolution no. 40, on 
page 1255. 


No. 60. Resolutions Condemning Establishment of Service Con- 
nection by Veterans Administration 


Dr. Louis M. Orr II, Florida, presented the following resolu- 
tions, which were referred to the Reference Committee on Legis- 
lation and Public Relations: 

WHEREAS, The relationship between military service and the subsequent 


development of disease or disability cannot be arbitrarily defined or estab- 
lished by law; and 


WHEREAS, The present practice of establishing service connection for a 
variety of diseases by legislative fiat without individual examination and 
evaluation is resulting in a distortion of the underlying theory of legisla- 
tion providing veterans’ medical care; and 


WHEREAS, The continuation and expansion of this practice will inevi- 
tably result in a defeat of the purpose and intent of the position of the 
American Medical Association with respect to veterans’ medical care which 
was adopted in New York in June, 1953; therefore be it 


Resolved, That the American Medical Association adopt a firm and 
unequivocal position in opposition to the establishment of service con- 
nection by presumption for disabilities developing after the termination 
of military service; and be it further 


Resolved, That this position be communicated to the Administrator of 
Veterans’ Affairs, the chairman of the Committee on Veterans’ Affairs 
of the House of Representatives, and to the chairman of the Committee 
on Finance of the United States Senate. 


REPORT OF REFERENCE COMMITTEE ON LEGISLA- 
TION AND PUBLIC RELATIONS 

Dr. Floyd S. Winslow, Chairman, read the following report, 
which was adopted: 

Resolution No. 60 Condemning Establishment of Service Con- 
nection by Veterans Administration.—Your committee has con- 
sidered resolution no. 60, together with Special Report No. 14 
of the Association’s Washington Office by Dr. Frank E. Wilson 
on the status of existing laws and pending legislation. In review- 
ing the factual data presented to your committee, we were deeply 
impressed with the great importance of this problem, from the 
standpoint both of medicine and of the welfare of the American 
People. The study of the chronological expansion by law and 
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regulation, together with evidence presented of pending legisla- 
tion now before a congressional committee, emphasizes all too 
clearly the imperative need of decisive action on the part of the 
American Medical Association. Furthermore, coinciding with 
the expansion of this program, we must be cognizant of the 
formidable expense involved. To emphasize further the import 
of this problem, we would call your attention to the fact that as 
of Oct. 1, 1933, the Veterans Administration reported that only 
7 of the 17,113 waiting cases were listed as service connected. 
Your committee would call your attention to the fact that the 
key to the solution of this entire problem lies in the present 
method of establishment of service connection by presumption. 
We would urge this House to use every resource available in the 
prevention of this present method of service connection by pre- 
sumption. It is the opinion of your committee that the time is at 
hand when the American Medical Association and its component 
societies should go all out in preventing this unscientific method 
of determination of service-connected disabilities, and we respect- 
fully request that copies of this resolution be transmitted to the 
Congress of the United States and other appropriate federal 
agencies. No. 61 


It was announced by the Speaker that resolution no. 61 had 
been withdrawn. 


No. 62. Resolution on Medical Education for 
National Defense 
Dr. Russel V. Lee, for the Section on Military Medicine, 
introduced the following resolution, which was referred to the 
Reference Committee on Medical Education and Hospitals: 


WHEREAS, Present world conditions make it imperative that every 
doctor of medicine be competent in the care of mass casualties resulting 
from enemy action; and 


WHEREAS, Such competence should be acquired as early as practicable, 
preferably during medical school; and 


WHEREAS, The program of Medical Education for National Defense 
(MEND) has proved successful in the five medical schools in which it 
has been in operation for the last two years; and 


WHEREAS, Experience has shown that “pump priming” in the form of 
financial assistance to the medical school is necessary to get the MEND 
program started; now therefore be it 


Resolved, That the House of Delegates of the American Medical 
Association (1) indicate its approval of the program of Medical Educa- 
tion for National Defense as sponsored by the Association of American 
Medical Colleges and as conducted in five medical schools in the last 
two years, (2) urge the adoption of this program by all the medical 
schools of the country, and (3) recommend to the President of the 
United States and the Congress that funds in the amount of $15,000 per 
year for five years be made available to each medical school to assist 
in the initiation of this program. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 

Dr. W. Andrew Bunten, Chairman, read the following re- 
port, which was adopted: 

Resolution No. 62 on Medical Education for National De- 
fense.—Resolution no. 62 calls for an extension of the MEND 
(Medical Education for National Denfense) Program that is 
currently in operation in five medical schools as a pilot study. 
Your committee feels that this program should be extended but 
recommends that the statement of the Board of Trustees (Feb. 
15-16, 1954) be substituted for the specific proposals contained 
in resolution no. 62. The Board’s statement endorsed the MEND 
program as it has been operating in the five medical schools and 
approved the recommendation of the Council on Medical Edu- 
cation and Hospitals that it be made available to all medical 
schools on a voluntary basis. 


No. 63. Resolution on Legalization of Distribution 
of Narcotics 
Dr. Andrew A. Eggston, for the New York delegation, intro- 
duced the following resolution, which was referred to the Refer- 
ence Committee on Hygiene, Public Health, and Industrial 
Health: 
WHEREAS, The medical profession, in its traditional role as guardian of 


the public health, has been distressed by the narcotic problem and its 
apparent increase; and 


WHEREAS, The average user of narcotics must spend from $15 to $100 
per day to keep himself supplied with drugs; and 

WHEREAS, The crime in drug addiction stems from the inability of 
persons of moderate means to purchase drugs at present illegal prices; and 
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WHEREAS, The most serious of these crimes is the conversion of each 
addict into a salesman, with consequent formation of new addicts; and 


WHEREAS, The use of morphine and heroin in themselves do not incite 
these unfortunate persons to crime, since both drugs are depressants; and 


WuerEAs, The illicit narcotic trade exists only because of the huge 
financial profits, such as are obtained by purchasing two pounds of 
heroin in China for $10 and selling it after adulteration and packaging 
for $80,000; therefore be it 


Resolved, That the American Medical Association favors the legaliza- 
tion of distribution of narcotics at cost or free under the following 
safeguards: (1) establishing narcotic clinics in cities where needed under 
the aegis of the Federal Bureau of Narcotics; (2) registration and finger- 
printing of narcotic addicts; (3) keeping of accurate records; (4) admin- 
istering the optimal doses at regular intervals to addicts at cost or free; 
(5) prevention of self-administration; (6) attempt cures through voluntary 
hospitalization, if possible; and (7) avoidance of forceable confinement. 


REPORT OF REFERENCE COMMITTEE ON 
HYGIENE, PUBLIC HEALTH, AND 
INDUSTRIAL HEALTH 


Dr. Charles L. Farrell, Chairman, submitted the following 
report, which was adopted: 


Resolution No. 63 on Legalization of Distribution of Nar- 
cotics—Your reference committee believes that, because of the 
complexity of the problem involved, this matter should be re- 
ferred to the Board of Trustees for further reference to an 
appropriate group for detailed consideration by experts, the re- 
sults of such study to be reported at a subsequent meeting of 
the House. 


No. 64. Resolution on Examination of Civilian 
Airplane Pilots 


Dr. Herbert B. Wright, Ohio, introduced the following reso- 
lution, which was referred to the Reference Committee on 
Legislation and Public Relations: 

WHEREAS, Private medical practitioners under the the supervision of 
the Medical Division of the Civil Aeronautics Administration have been 
responsible for medical examinations of civilian pilot personnel under 
a program created by the Civil Aeronautics Act; and 

WHEREAS, Such a program is logical and medically sound inasmuch 
as it affords the civilian pilot the opportunity to select a qualified 
civilian physician rather than forcing him to go to a government physician 
selected by government directive to make the examination; now there- 
fore be it 

Resolved, That the American Medical Association strongly recommends 
to the Secretary of Commerce and the Administrator of the Civil 
Aeronautics Administration the continuation of the present effective and 
medically sound program of medical certification of civilian pilots by 
qualified civilian physicians. 


REPORT OF REFERENCE COMMITTEE ON LEGIS- 
LATION AND PUBLIC RELATIONS 
Dr. Floyd S. Winslow, Chairman, read the following report, 
which was adopted: 


Resolution No. 64 on Examination of Civilian Airplane 
Pilots—Your reference committee concurs with the contents 
of this resolution that the American Medical Association 
strongly recommend to the Secretary of Commerce and the 
Administrator of the Civil Aeronautics Administration the con- 
tinuation of the present effective and medically sound program 
of medical certification of civilian pilots by qualified civilian 
physicians. 

No. 65. Resolution on Death 
of Dr. James Somerville McLester 


Dr. Carl A. Grote, Alabama, introduced the following reso- 
lution, which was adopted unanimously by a rising vote: 


PREAMBLE 

Dr. James Somerville McLester, beloved physician, medical educator, 
and outstanding citizen of Alabama died Feb. 8, 1954, at the age of 77. 
The last honor he received was bestowed on him Nov. 28, 1953, by the 
Board of Trustees of the American Medical Association through its 
Council on Foods and Nutrition, when they awarded him the Joseph 
Goldberger medal for outstanding contributions in the field of clinical 
nutrition, a field which was dear to his hear$. 

Dr. McLester was a native of Alabama, obtaining his collegiate degree 
from the University of Alabama and his medical education at the Univer- 
sity of Virginia, graduating in 1899. Thereafter he practiced his profession 
in his native state for over 50 years and was in his office daily until a 
very short time before his death. He not only was a great physician but 
also was a friend to all, had the ability to offer astute and practical 
counsel, and was an outstanding example of a fine medical statesman. 
His interests in medicine were directed to the end that it could serve 
more persons amd improve the health of all the citizens. He was kindly, 
gracious, and gave unstintingly of his time in the field of medical 
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education. He was easily approached and never too busy to offer his 
counsel when requested, especially by the younger members of the pro- 
fession. He was a true and loyal friend, and he could not do enough 
for his friends, which were legion. He was the epitome of a true Southern 
gentleman, and his great love and devotion to his family was another 
example of his wonderful character. 

Jamie McLester was appointed professor of medicine at the University 
of Alabama in 1919 after the establishment of its school of medical 
sciences. He had a prominent part in organizing the four year medical 
school of the University of Alabama in Birmingham, which graduated 
its first class in 1946. He served with distinction in World War I. He was 
honored by being chosen for all the leading positions of his county and 
State medical societies. He served on the Council on Medical Education 
and Hospitals of the American Medical Association and for many years 
was a member of the Council on Foods and Nutrition, being Chairman 
from 1940 to 1952. At one time he was a member of the House of 
Delegates and was the 88th President of the American Medical Association, 

Dr. McLester was certified by the American Board of Internal Medicine 
and was associated with many other scientific societies. He made many 
contributions to medical literature, being the author of “Nutrition and 
Diet in Health and Disease,” now in its sixth edition, and “The Diagnosis 
and Treatment of Disorders of the Metabolism,” as well as contributing 
to the “Oxford System of Medicine” and Cecil’s Textbook of Medicine. 

Dr. McLester, the kindly, gracious physician, will long be remembered 
and not forgotten by his friends in the House of Delegates; now there- 
fore be it 

Resolved, By the House of Delegates of the American Medical Asso- 
ciation: (1) That appropriate tribute be paid to the memory of Past 
President James Somerville McLester; (2) That a copy of this resolution 
be spread on the minutes of this session of the House of Delegates: and 
(3) That a copy of this resolution be sent to the family of Dr. McLester. 


No. 65-A. Resolutions on Medical Care for Dependents 
of Service Personnel 
Dr. Samuel J. McClendon, California, introduced the follow- 
ing resolutions, which were referred to the Reference Commit- 
tee on Medical Military Affairs: 
WHEREAS, Dependents of service personnel should receive the best medi- 
cal care; therefore be it 


Resolved, By the House of Deiegates of the American Medical Asso- 
ciation, that the free choice of civilian physicians and civilian hospital 
facilities will provide the best type of medical care for dependents of 
service personnel, except in those areas within and without the territorial 
limits of the United States where private phystcians and hospitals are 
not available; and be it further 


Resolved, That this medical care could best be provided at present 
through a Home Town Care Program on a fee-for-service basis for 
physicians and hospitals, arranged through the individual state medical 
societies, or their designated agency, and negotiated with the Department 
ef Defense; and be it further 

Resolved, That the Department of Defense be urged to implement this 
program by immediately establishing pilot areas for trial evaluation; 
and be it further 

Resolved, That since the San Diego County Medical Society of California 
has endorsed these principles and has offered to cooperate as such a 
pilot area, we suggest that the Department of Defense include this county 
as one of the pilot areas. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL MILITARY AFFAIRS 

Dr. Bernard Klein, Chairman, presented the following re- 
port, which was adopted: 

Your committee has held a special meeting to consider the 
resolution introduced by Dr. Samuel J. McClendon of Cali- 
fornia, dealing with the subject of medical care for dependents 
of service personnel. In view of the importance of the subject 
matter of the resolution and the inability of your committee 
to hear from all interested parties, and since the entire ques- 
tion of dependent medical care is under study, it is the unani- 
mous opinion of your reference committee that the resolution 
be referred to the American Medical Association Council on 
National Defense for further study and for a report at the 
interim session in 1954. 


No. 66. Resolutions on Industrial Health Services 


Dr. Rutherford T. Johnstone, for the Section on Preventive 
and Industrial Medicine and Public Health, introduced the fol- 
lowing resolutions, which were referred to the Reference Com- 
mittee on Hygiene, Public Health, and Industrial Health: 

WHEREAS, Proprietors of small industrial and commercial establishments 
are becoming acquainted with the values of industrial health services now 
regarded as good business practice in many larger corporations; and 

WuerEas, Local chambers of commerce, trade associations, and similar 
groups: will need advice and assistance from county medical societies 
about desirable methods of organizing such services, especially for groups 
of small concerns joining forces for this purpose; and 
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WuereEAs, The Council on Industrial Health has recently promulgated 
Guiding Principles of Occupational Medicine which define professional 
and ethical relationships between physicians in industry and employers, 
workers, and professional colleagues; and 

WHEREAS, Agreeable working relationships have already been developed 
between chambers of commerce or similar organizations and official 
medical societies bearing on this general field; and 

WHEREAS, Industrial health services based on preventive medicine as 
well as the medical care of occupational injuries and illnesses, when con- 
ducted in accordance with ethical standards, are the most effective approach 
to better health for our working population; therefore be it 


Resolved, That the Council on Industrial Health be instructed to refer 
its Guiding Principles of Occupational Medicine to state and local county 
medical societies for endorsement as acceptable criteria under which 
jndustrial health services can properly develop; and be it further 

Resolved, That the Council on Industrial Health prepare and publish 
reports on group development of small plant industrial health services for 
the further guidance and attention of this House and of the state and 
county medical societies. 


REPORT OF REFERENCE COMMITTEE 
ON HYGIENE, PUBLIC HEALTH, 
AND INDUSTRIAL HEALTH 


Dr. Charles L. Farrell, Chairman, read the following re- 
port, which was adopted: 


Resolution No. 66 on Industrial Health Services—Your ref- 
erence committee approves the adoption of this resolution. 


No. 67. Resolutions on Death of Dr. Reginald Fitz 


Dr. Earle M. Chapman, Massachusetts, received the consent 
of the House for the reading by Dr. Curtis Tripp, President of 
the Massachusetts Medical Society, of the following resolutions, 
which were adopted unanimously by a rising vote: 


WuerEAS, Reginald Fitz, born in Boston in 1885, famous son of a 
famous father, spent the early years of his medical career in preparing 
himself for medical teaching, and the pursuit of his ideal led him from 
Harvard Medical School and the teaching hospitals of Boston to Johns 
Hopkins Hospital, to the Hospital of the Rockefeller Institute, and to 
the Mayo Clinic; and 

WHEREAS, This preparation for his chosen work was interrupted by 
World War I, during which he served his country as a Major in the 
Medical Corps in France, and during World War II he was state chair- 
man of the Medical Advisory Board of Selective Service; and 


Wuereas, He was ever keenly aware of the heritage and of the cultural 
aspects of medical history, was a iecturer on the history of medicine at 
Harvard Medical School from 1936, was an active member of several 
historical associations, and worked devotedly for the Boston Medical 
Library; and 


Wuereas, Reginald Fitz is best remembered by thousands of grateful 
students as an inspiring teacher, wise counsclor, and friend whose 
passionate devotion to high standards of medical education led him 
through numerous teaching and research appcintments at the medical 
schools of Harvard and Boston universities, who for many years was a 
member of the National Board of Medical Examiners, and served as a 
member of the American Board of Internal Medicine and as President 
of the American College of Physicians during 1949-1950; and 


Wuereas, Dr. Fitz recognized the need for a dynamic interest and 
sustained participation in medical organizational activities; and 


WHEREAS, In the American Medical Association he served as secretary 
and later chairman of the Section on Practice of Medicine, and served 
as member of this House of Delegates in 1935, 1936 and 1937, and was 
amember of the Council on Medical Education and Hospitals from 1928 
to 1949; therefore be it 


Resolved, That at his death in May, 1953, American medicine lost an 
outstanding personality whose life was devoted to medical education; 
and be it further 


Resolved, That in tribute these words be included in the minutes of 
this meeting and copies sent to his family. 


No. 68. Resolution on Death of Dr. Frank Howard Lahey 


Dr. Curtis Tripp, President of the Massachusetts Medical 
Society, at the request of Dr. Earle M. Chapman, Massa- 
chusetts, received the consent of the House to read the follow- 
ing resolution, which was adopted by a unanimous rising vote: 


PREAMBLE 


Dr. Frank Howard Lahey died June 27, 1953, at the age of 73. The 
men and women of the American Medical Association should pause in 
tribute to his life devoted to rendering medical service. He was born in 
Haverhill, Mass., and after graduating from Harvard Medical School in 
1904, devoted himself to research and teaching. In 1923 he became profes- 
Sor of clinical surgery at Harvard; in this time his expanding interest in 
medical practice led to the formation of the Lahey Clinic, a group 
Practice that continues to serve New England. By precept he taught 
countless surgeons the techniques of surgery, especially of the thyroid. 
During World War I as a Major he saw duty in an Evacuation Hospital 
in France; during World War II he was National Chairman of Procure- 
ment and Assignment and, in addition, visited as a consultant on distant 
fronts of action. 
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Frank Lahey was a member and officer of several distinguished scientific 
groups and at their meetings he could usually be found seated in wrapped 
attention to the younger speaker. His comments were often inspiring. 
His honors and degrees were too numerous to list; he received them in 
all humility. The friendly, quiet words of advice were often sought and 
sincerely given. On his 60th birthday, a collection of scientific papers 
was dedicated to him by 50 of the world’s medical leaders. 

Dr. Lahey served the American Medical Association as a member of 
the Council on Scientific Assembly for two five-year terms and for lesser 
terms on the Council on Medical Service and the Council on National 
Emergency Medical Service. During 1942 he was President of the Ameri- 
can Medical Association. A life so full of service in medicine deserves 
our deepest respect; therefore be it 

Resolved, That these mere words be made a part of the minutes of 
this meeting and that a copy of this resolution be sent to his widow 
and to the Lahey Clinic. 


No. 69. Resolution on Changing Time of Section Meetings 


Dr. Hollis E. Johnson, Section on Diseases of the Chest, 
introduced the following resolution, which the Speaker, hearing 
no objection, ruled would be referred to the Board of Trustees 
for referral to the Council on Scientific Assembly. 


WHEREAS, The meetings of the scientific sections as now held on the 
last three days of the Association meeting, make it necessary for many 
members to spend two days waiting between special society meetings 
which are held immediately preceding the American Medical Association 
meeting and the meeting of their sections; and 


WHEREAS, Such waiting has resulted in increased expense to such mem- 
bers in time lost from their practice and the two extra days of living in 
hotels; and 


WHEREAS, This waiting period is thought to be partially responsible 
for the falling off of attendance at some of the section meetings; there- 
fore be it 

Resolved, That this House of Delegates instruct the Council on Scien- 
tific Assembly to explore the possibility and the ways and means of chang- 
ing the scientific section meetings from the last three days to the first 
three days of each meeting of the American Medical Association and 


to report its findings, if possible, at the interim session at Miami next 
December. 


No. 70. Resolutions on Protection from Eclipse of the Sun 


Dr. W. L. Benedict, for the Section on Ophthalmology, pre- 
sented the following resoijutions, which were adopted: 

WHEREAS, In the near future, there will be an eclipse of the sun; and 

Wuenreas, The eye must be protected from exposure to it; and 

WuerEAs, Colored glasses are neither protectors nor of value; there- 
fore be it 


Resolved, That the members of the Section on Ophthalmology of the 
American Medical Association do hereby petition the press, radio, and 
television agencies to use their resources to advise all that they must 
protect their eyes while viewing the eclipse, and that parents be especially 
careful of the children; and be it further 

Resolved, That the public be told that an effective shield may be made 
by heavily smoking a piece of glass, and, also, that previously exposed 
thick x-ray film is a readily available safety measure. 


No. 71. Resolutions on Legislation Regulating 
Examination for Blind Pension 


Dr. W. L. Benedict, for the Section on Ophthalmology, intro- 
duced the following resolutions, which were adopted: 

Resolved, By the Section on Ophthalmology of the American Medical 
Association that the American Medical Association shall stimulate and 
support legislation amending the Federal Social Security laws regulating 
the examination for blind pension; and be it further 


Resolved, That legislation shall state the following: “In order to qualify 
for Federal Grant-in-Aid, a state shall rule that only a registered Doctor 
of Medicine can examine applicants for blind pension.” 


No. 72. Resolution on Quality of Leadership of 

House of Delegates 

Dr. John S. DeTar, Michigan, received the unanimous con- 

sent of the House for the introduction of the following resolu- 
tion, which was adopted by a rising vote: 

WHEREAS, The provision of lettered, mimeographed copies of reports 

and numbered, mimeographed copies of resolutions has so greatly facili- 

tated the work of the House of Delegates and has so enhanced the 


knowledge and understanding of the delegates in the manifold problems 
requiring decision; therefore be it 


Resolved, That Speaker James R. Reuling and Vice Speaker E. Vin- 
cent Askey be accorded by this House a vote of appreciation for their 
capable leadership and their utilization of improved techniques in the 


interest of efficiency. (To Be Continued) 
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MEDICAL NEWS 


CALIFORNIA 

Course for Dermatologists and Surgical Specialists —The Uni- 
versity of California university extension, Los Angeles, will offer 
a course on dermal abrasion (planing) in the treatment of acne 
scars and other skin lesions on Wednesdays, 2 to 4 p. m., from 
Sept. 29 to Nov. 3 at General Medical and Surgical Hospital, 
Veterans Administration Center, in West Los Angeles; fee, $125. 
The course, open only to graduates of approved medical schools, 
is limited to qualified dermatologists and surgical specialists. It 
will cover the anatomic and physiological aspects, indications, 
selection of patients, techniques, and results of dermal abrasion. 
Instructional staff members will be Drs. Paul LeVan, assistant 
clinical professor of medicine (dermatology); Victor D. New- 
comer, assistant professor of medicine; Thomas H. Sternberg, 
professor of medicine; and Louis H. Winer, clinical professor 
of medicine, all professors of dermatology of the University of 
California Medical Center. Application should be sent to Dr. 
Sternberg at the University of California Medical Center, Los 
Angeles 24. 


Personal.—Dr. Nathaniel B. Kurnick, formerly associate pro- 
fessor of medicine, Tulane University of Louisiana School of 
Medicine in New Orleans, has been appointed associate clinical 
professor of medicine at the University of California at Los 
Angeles. Dr. Kurnick, who is on the staff at the Veterans Ad- 
ministration Hospital in Long Beach, will continue clinical work 
and investigations on the biochemistry of nucleic acids and 
nucleolytic enzymes. Dr. Harvey A. Itano, Pasadena, re- 
ceived the 1954 Eli Lilly & Company award in biological 
chemistry at the annual meeting of the American Chemical 
Society in Kansas City, Mo. He was selected for the award 
($1,000 and a gold medal) because of his discovery that the 
hemoglobin in the red blood cells of persons with sickle cell 
anemia differs biochemically from the hemoglobin in the red 
blood cells of normal persons. This work was done at the 
California Institute of Technology in Pasadena, where he has 
been assigned since 1950. He was scheduled to transfer his 
studies to the National Cancer Institute at Bethesda, Md., in 
June. Dr. Itano holds the rank of senior assistant surgeon in the 
Public Health Service. 





GEORGIA 

Dr. Elkin Honored.—At the 104th annual session of the Medical 
Association of Georgia in Macon, Dr. Daniel Collier Elkin 
received the Lamartine Griffin Hardman award for “distin- 
guished service to the science of medicine and the medical pro- 
fession in Georgia” and for “exceptional work in the field of 
vascular surgery.” Dr. Elkin has been professor of surgery and 
chairman of the department of surgery of the Emory University 
School of Medicine for the past 24 years and since 1939 has 
occupied the Joseph B. Whitehead chair of surgery. He is re- 
tiring as a member of the faculty at the end of the present 
academic year. 


ILLINOIS 

Physical Therapy Mobile Unit.—The Arthritis and Rheumatism 
Foundation, Illinois chapter, operates a physical therapy mobile 
unit in Chicago by means of which physical therapy is given in 
the home by a highly qualified physical therapist to arthritis 
patients referred by the arthritis clinics of Chicago. The physical 
therapist also teaches the family how to care for the patient. The 
fee is nominal ($1), part pay, or free, as recommended by the 
referring clinic. It is anticipated that other units may be added 
in Chicago and in downstate communities as they organize to 





Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


provide needed clinic facilities for persons with arthritis. The 
objectives of the foundation are: (1) to promote basic research 
and thus add to the present knowledge of the cause and treatment 
of rheumatoid diseases, particularly rheumatoid arthritis; (2) to 
give clinical fellowships to train more physicians in this field: 
(3) to continue support to existing arthritis clinics; (4) to assist 
in organizing new arthritis clinics in Illinois; (5) to provide con- 
sultation services of specialists for medical groups and to have 
medical panels on arthritis; and (6) to educate the public about 
arthritis and rheumatism. The foundation maintains an infor- 
mation service free to the public, distributes literature, and 
provides a film depicting the story of rheumatoid arthritis. The 
foundation, soliciting contributions, states that $5,000 wil! pro- 
vide a research fellowship or endow a free bed in a hospital for 
almost one year; $3,000 will provide drugs for about 60 indigent 
clinic patients for six months or buy and equip a mobile unit; 
$50 will provide a prize for a third-year medical student who 
presents the best medical history of a rheumatoid arthritis 
patient; and smaller donations will serve to swell the fund 
needed for combating the disease. 


Chicago 

Hoffman Memorial.—In memory of the late Dr. Burton Louis 
Hoffman, a laboratory for neurophysiology has been established 
at the University of Chicago School of Medicine, where he was 
assistant professor of neurosurgery until his death, Dec. 2, 1953, 
at the age of 37. 


Poison Control Program.—The Illinois chapter, American 
Academy of Pediatrics, recently reported that 155 Chicago 
children who were victims of poisons found in their own homes 
had been treated successfully, without a single death, during the 
four-month trial run of a new program designed to protect them. 
The program was worked out by a committee of the Illinois 
chapter under the chairmanship of Dr. Edward Press, associate 
director of the University of Illinois division of Services for 
Crippled Children. In general, it consists of two main activities: 
(1) The committee supplies a looseleaf manual, kept up-to-date, 
listing many of the commoner potentially poisonous substances 
found in modern homes and giving references to thousands of 
others; trade names or other identifications, the poisonous com- 
ponents, antidotes, and other treatment are given. (2) The 
hospital reports the cases to the Chicago Board of Health, 
which analyzes and summarizes all reports, making the results 
available to the participating hospitals for use in later emer- 
gencies. When indicated, board of health personnel also visit 
the home to learn how the child got the poison and to warn 
parents to correct the situation. The six cooperating hospitals 
(Bobs Roberts Memorial Hospital for Children, Children’s 
Memorial, Cook County, Mercy, Michael Reese, and Mount 
Sinai), which had no deaths in the trial period, had had six 
child poisoning deaths during 1952. The first i55 patients in- 
cluded 67 (43%) poisoned by medicaments (20 by aspirin, 11 
by liniment, 8 by sedatives, 5 by laxatives, and others by a wide 
range of materials). Cleaning agents such as bleaches, dyes, 
furniture polish, and floor wax poisoned 34 (22%), fuel oil 20 
(13%), pesticides 14 (9%), antiseptics 10 (6%), and paints, 
turpentine, acid, alcohol, and other materials the remaining 10. 


IOWA 

Memorial Library.—On April 30, a library at the anesthesiology 
division of University Hospitals in Iowa City was dedicated to 
the memory of the late Dr. Donald S. Wilkins, who died of 
poliomyelitis during military service in Korea after completion 
of a residency at the State University of lowa College of Medi- 
cine, lowa City. The core of the library is Dr. Wilkins’ personal 
collection of books on anesthesiology. 
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pPersonal.—Dr. William H. Mott, Farmington, a life member of 
the lowa State Medical Society, was recently honored by dedi- 
cation to him of a stained glass window in the new Methodist 
church in recognition of his 50 years of service to his com- 
munity. Dr. Helen Johnston, Des Moines, has accepted an 
appointment by Defense Secretary Charles E. Wilson to the 
Defense Advisory Committee for Women in the Armed Services. 
Members of the committee, comprised of 50 women prominent 
in civic, business, and professional fieids, serve for three years. 
_—-Dr. Gerald V. Caughlan, Council Bluffs, who was installed 
as president of the Iowa State Medical Society on the following 
day, was presented the American Medical Education Founda- 
tion's award of merit at the state society’s annual banquet, 
April 27. Dr. Walter L. Bierring, Des Moines, former state 
health commissioner for 20 years and now head of the health 
department’s newest division of gerontology and cardiac and 
other chronic diseases, was recently awarded a life membership, 
the only one of its kind, in the lowa Public Health Association. 
Dr. Bierring is a past president of the American Medical 
Association. 








MASSACHUSETTS 

Rosenau Memorial Fund.—The Milton J. Rosenau Memorial 
Fund has been established at the Harvard School of Public 
Health in memory of the late Dr. Rosenau, who, coming to 
Harvard in 1909, founded the first department of preventive 
medicine in a medical school in the United States and who 
served there as professor of preventive medicine and hygiene 
from 1909 to 1935, After retiring from the Harvard faculty in 
1935, Dr. Rosenau joined the staff of the division of public 
health at the University of North Carolina, where he founded 
a school of public health of which he served as dean until his 
death, April 9, 1946. Contributions to the memorial fund may 
be made payable in any amount to Harvard University and sent 
to the Secretary, Harvard School of Public Health, 55 Shattuck 
St., Boston 15. 


MISSOURI 

Rehabilitation of Handicapped.—Kansas City has been selected 
by the U. S. Public Health Service for a three year study of 
rehabilitation of the handicapped. The project will seek to 
establish (1) the percentage of population needing rehabilitation 
in a typical urban area (greater Kansas City); (2) the extent to 
which rehabilitation is feasible by medical therapy and voca- 
tional training; and (3) the cost of such benefits. 


NEW YORK 

Study on Mentally Retarded Children.—The State Mental Health 
Commission’s new pilot study to determine the extent to which 
mentally retarded children can be educated and trained will be 
directed by G. Orville Johnson, Ed.M., Ed.D., associate pro- 
fessor, Syracuse University, in 12 classes for severely retarded 
children. Five of these classes are in state schools under the 
jurisdiction of the state department of mental hygiene (Letch- 
worth Village and Willowbrook State School); the others will 
be conducted in public school systems—two in Nassau County 
and five in New York City. Dr. Johnson, who has actively 
studied mental retardation for the past 15 years, is in charge 
of all work at the university in connection with the mentally 
retarded children. 


University News.—Several important faculty changes at the 
State University College of Medicine at New York City, Brook- 
lyn, were recently announced by Dr. Jean A. Curran, dean of 
the college, who has been named the college’s first professor of 
the history of medicine. Dr. Abraham M. Rabiner, who up to 
the present has been clinical professor in the combined depart- 
ment of neurology and neurosurgery, was advanced to professor 
and head of the division of neurology under the department of 
medicine. Dr. E. Jefferson Browder, who has been serving as 
professor and chairman of the combined department, will con- 
tinue as chairman of a separate department of neurosurgery. 
Dr. Benton Davis King, assistant chief of anesthesiology at the 
Brooke Army Hospital, Fort Sam Houston, San Antonio, Texas, 
Was appointed associate professor of anesthesiology. James O. 
Pingston, Ph.D., assistant dean for admissions, was promoted 
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from lecturer to full professor of physiology. Associate pro- 
fessorships went to Dr. Jack Gross, assistant professor of 
anatomy; Florence M. Stone, Ph.D., assistant professor of micro- 
biology; Dr. Jerome Lester Gilbert, associate in pharmacology; 
Julius Belford, Ph.D., assistant professor of pharmacology; 
Hanna Faterson, Ph.D., assistant professor of psychiatry; Dr. 
Karl E. Karlson, assistant professor of surgery; and Dr. Edgar 
P. Mannix Jr., assistant professor of thoracic surgery. In 
accordance with a special agreement of affiliation, the State 
University of New York College of Medicine at New York City 
and Maimonides Hospital, Brooklyn, announce the appointment 
to concurrent teaching-service posts of Dr. Edward Solomons, 
obstetrician and gynecologist of Dr. Steevens Hospital, Dublin, 
Ireland, and Dr. Max Michael Jr., professor of medicine at 
Emory University School of Medicine, Emory University, Ga. 
Dr. Solomons, who served as visiting professor of obstetrics and 
gynecology at the state university in October, 1953, has been 
named full professor of obstetrics and gynecology at the college 
and chief of obstetrical and gynecological services at the hos- 
pital. Dr. Solomons is examiner to the Central Midwives Board 
of Eire, lecturer and examiner in gynecology at the Dublin 
Metropolitan Technical School for Nurses, demonstrator in 
practical obstetrics to the Royal College of Surgeons in Ireland, 
and an examiner for membership of the Royal College of 
Physicians of Ireland. He is vice-president and past president 
of the Dublin University Biological Association, a member of 
the Irish and British medical associations, a fellow in the Royal 
Academy of Medicine in Ireland, national secretary for Ireland 
of the International Fertility Association, and a member of the 
American Society for the Study of Sterility. Dr. Michael, who 
has been named full professor of medicine at the college and 
chief of medical services at the hospital, is chief of medical 
services at Veterans Administration Hospital in Atlanta, Ga. Dr. 
Charles B. Ripstein, previously appointed under the terms of the 
agreement, is currently chief of surgery at Maimonides Hospital 
and professor of surgery at the college. 





New York City 


Memorial Scholarships.—In memory of her husband, the late 
Dr. Samuel H. Jessurun, Mrs. Lillian Jessurun of Newark, N. J., 
has presented $500 for five $100 scholarships to Dr. Currier 
McEwen, dean, College of Medicine of New York University- 
Bellevue Medical Center. The scholarships are to be awarded 
each year for five years “to a needy and deserving student, 
preferably one participating in research problems in blood dis- 
eases or other pathological disorders.” 





Rehabilitation Project.—Teachers College, Columbia Univer- 
sity, and the Institute for the Crippled and Disabled have jointly 
sponsored a project in which 24 professional persons, half of 
whom are from countries around the globe, have been trained 
as world pioneers of the rehabilitation-team approach to the 
problems of the seriously handicapped. A specially selected 
group of disabled children and adults, all patients of the institute, 
cooperated to provide realism and actual experience for the 
students, who, having completed the intensive four week course, 
have returned to their home states and native lands to teach 
others the team approach for marshaling a community’s full 
rehabilitation facilities. The students—physicians, therapists, 
case workers, teachers, counselors, and administrators, represent- 
ing government and private rehabilitation efforts—were chosen 
from hundreds of applicants representing most of the free nations 
of the world for (1) their professional standing and (2) the 
readiness or necessity in their parts of the world for improving 
complete rehabilitation facilities for the seriously handicapped. 
According to Willis C. Gorthy, director of the institute, this is 
the first time that a course teaching the team approach in total 
rehabilitation and using actual handicapped patients throughout 
has ever been offered. Professor Maurice H. Fouracre, head, 
department of special education, Teachers College, pointed out 
that the purpose of the course is “to equip the accomplished 
professional person who possesses rehabilitation skills to (1) fit 
effectively into a full scale rehabilitation effort which may in- 
clude teaching and research, as well as actual treatment, and 
(2) organize and lead other rehabilitation persons in the organi- 
zation and operation of a complete patient-centered rehabilita- 
tion effort.” 
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OHIO 

State Mental Agency.—The Ohio Department of Mental Hygiene 
and Correction, inaugurated as a new state agency on July 1, 
includes all state-operated mental and correctional institutions. 
The new department’s functions were formerly performed by 
the Ohio Department of Public Welfare, which retains the 
financial assistance programs. Dr. John D. Porterfield III, 
Columbus, former director of the Ohio state health department, 
directs the new department. Dr. Ralph E. Dwork, formerly 
chief of the divisions of tuberculosis and chronic disease, is 
now acting director of the health department. 


Fuller Night.—By official proclamation, the village of Loudon- 
ville recently observed Fuller Night in honor of Dr. Gaillard B. 
Fuller, aged 77, who has served the community for 50 years. 
Dr. Fuller received a 50 year pin from Dr. Horatio T. Pease, 
Wadsworth, representing the Ohio Medical Association, and the 
“Key to Loudonville” from Mayor Edward L. Smith. Dr. 
Fuller’s father was Dr. Amos B. Fuller and his grandfather, 
Dr. Ephraim Fuller. Dr. Gaillard Fuller is currently president 
of the Farmers and Savings Bank and chairman of the Loudon- 
ville Civic Association. For 17 years he was a member of the 
Loudonville school board. He was elected first president of 
Loudonville’s newly established Rotary Club. 


OREGON ; 

Clinic Building for Crippled Children.—A two-story $280,000 
administration and clinic building for the crippled children’s 
division of the University of Oregon Medical School of Portland 
was recently opened. The structure, built of reinforced concrete, 
contains 12,596 square feet of floor space. The division, under 
the direction of Dr. Richard L. Sleeter, Medford, locates and 
maintains a register on all crippled children under the age of 
21 in Oregon and aids parents in arranging for medical and 
surgical care, special therapy, and counseling. 


PENNSYLVANIA 

Society News.—At its 12th annual meeting, May 19 to 23 in 
Bedford, the Pennsylvania Academy of Ophthalmology and 
Otoiaryngology elected the following officers: Dr. James H. 
Delaney, Erie, president; Dr. William T. Hunt, Philadelphia, 
president-elect; Dr. Daniel S. DeStio, Pittsburgh, secretary; Dr. 
Bruce A. Grove, York, treasurer; and Dr. Benjamin F. Souders, 
Reading, editor-transactions. The 1955 meeting at the Traymore 
in Atlantic City, N. J., will be a joint meeting with the New 
Jersey Ophthalmological Society and the West Virginia Eye, 
Ear, Nose and Throat Society. 


Dr. Sturgeon Honored.—The Fayette County Medical Society 
has dedicated the June issue of its publication, the Fayette 
County Mirror, to Dr. John Dawson Sturgeon Sr. in honor of 
his 100th birthday anniversary, July 12. Dr. Sturgeon, whose 
family has served the medical needs of Uniontown for 142 
years, began practice in that community in 1881. He was pre- 
ceded by his father, Dr. William H. Sturgeon, and his grand- 
father, the Hon. Daniel Sturgeon, M.D. (1789-1878), one-time 
U. S. senator from Pennsylvania, who began practicing medicine 
in Uniontown in 1812. Dr. John D. Sturgeon Jr., fourth genera- 
tion, is director of the department of pediatrics in the Uniontown 
Hospital and consulting pediatrician to the Connellsville State 
Hospital and the Greene County Memorial Hospital. 


Philadelphia 

Poliomyelitis Research Grant.—The National Foundation for 
Infantile Paralysis has awarded a $198,495 research grant to 
the University of Pennsylvania for a five-year study of latent 
viruses under the direction of Dr. Geoffrey W. Rake, research 
professor of microbiology in medicine in both the school of 
medicine and the school of veterinary medicine. The project, 
supported by March of Dimes funds, will be staffed by a virolo- 
gist, a biochemist, and a cell morphologist trained in investiga- 
tion of cell changes. 


Personal.—Dr. Paul H. Fried delivered an address, “The Role 
of Chorionic Gonadotropin in the Maintenance of the Corpus 
Luteum of Pregnancy,” before the Latin-American Congress of 
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Obstetrics and Gynecology and the Brazilian Congress of Ob. 
stetrics and Gynecology during their recent meetings in Sjo 
Paulo, Brazil. Dr. Esmond R. Long, director, Henry Phipps 
Institute for the Study, Treatment, and Prevention of Tuber- 
culosis, University of Pennsylvania, recently returned from a 
tour of Spanish hospitals and sanatoriums undertaken at the 
invitation of the Patronaito Nacional Antituberculoso, the tuber- 
culosis section of the department of health of the government 
of Spain. The tour of inspection was made as a representative 
of the International Union Against Tuberculosis, the head- 
quarters of which are in Paris, France, and of which the National 
Tuberculosis Association of the United States is a member. The 
union will hold an important meeting in Madrid in September. 
Dr. Aims C. McGuinness, dean of the Graduate School of 
Medicine, University of Pennsylvania, has been appointed 
clinical consultant for the new memorial hospitals of the United 
Mine Workers’ Welfare and Retirement Fund. His new duties, 
which he will assume about Aug. 1, will include coordination 
of the medical staffing arrangements for the 10 hospitals being 
built by the Memorial Hospital Association in Kentucky, West 
Virginia, and Virginia (THE JouRNAL, March 27, page 1101); 
development of medical staffs, including internships and resj- 
dencies; and supervision of a continuing program of medical 
educational activities for physicians serving in the hospitals and, 
in cooperation with the fund’s area medical administrators, for 
other physicians serving beneficiaries. He will also act as a spe- 
cialist consultant for the various hospitals and assist in studies 
of services rendered to beneficiaries. 








VERMONT 

Dr. Hooker Honored.—Dr. Sanford B. Hooker, Bradford, 
Boston University professor emeritus of immunology, received 
the first “distinguished service” scroll of the Boston University 
School of Medicine Alumni Association at the association's 
annual meeting on May 1 in Boston. Dr. Hooker, who taught 
at the university’s school of medicine for nearly 40 years and 
was 1951-1952 Boston University lecturer, retired late last year. 


WEST VIRGINIA 

Alumni Dinner.—The annual dinner meeting of the West 
Virginia chapter of the Alumni Association of the Medical 
College of Virginia, Richmond, will be held at the Greenbrier, 
White Sulphur Springs, Aug. 20, with the president, Dr. Jacob 
C. Huffman of Buckhannon, presiding. A social hour will pre- 
cede the 7 o’clock dinner, at which Dr. Waverly R. Payne, 
Newport News, Va., will be speaker. 


Society News.—The following physicians were recently elected 
to honorary life membership in the West Virginia State Medical 
Association: Jay W. Rife, Kenova; Ulysses G. McClure and 
Henry L. Robertson, Charleston; Robert W. Love, Moorefield; 
William A. Flick, Keyser; and Elmond L. Coffield, New Martins- 
ville. The organization meeting of the West Virginia Pedi- 
atric Society, sponsored by the West Virginia members of the 
American Academy of Pediatrics, will be held in the Virginia 
Room at the Greenbrier in White Sulphur Springs at 6 p. m., 
Aug. 18, the day preceding the annual convention of the West 
Virginia State Medical Association. Membership in the new 
organization will be open to all West Virginia physicians in- 
terested in pediatrics. A dinner will follow the organization 
meeting, with Baker Laboratories of Cleveland as host. 





ALASKA 

Science Conference at Anchorage.—The Fifth Alaska Science 
Conference will be held in Anchorage, Sept. 7 to 10. Mr. E. K. 
Day, Box 960, Anchorage, vice-president of the Alaska division, 
American Association for the Advancement of Science, is chair- 
man of the arrangements committee. 


Rabies in Wild Animals.—Rabid foxes and wolves were reported 
in areas of the Kuskokwim and Yukon rivers and the Seward 
peninsula during late winter months. In mid-March, heads of 
the first two foxes submitted this year to the Anchorage labora- 
tory of the Alaska department of health for examination gave 
positive results for rabies. These were from the Bethel area on 
the Kuskokwim. 
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GENERAL 
sight-Saving Month.—The National Society for the Prevention 
of Blindness, a 46-year-old voluntary organization (1790 Broad- 
way, New York 19), has adopted as the theme for its 1954 
educational campaign “The most wonderful eyes in town belong 
to you—take care of them!” This theme will be stressed through- 
out September, which is designated as national sight-saving 
month. The society has prepared a free folder, “Your Wonder- 
ful Eyes!” which may be had on request. It lists danger signals, 
warnings, and measures for conservation of sight. One section 
is devoted to questions and answers about the eyes. 





Urology Prizes—The American Urological Association offers 
an annual award of $1,000 (first prize, $500; second prize, $300; 
and third prize, $200) for essays on the result of some clinical 
or laboratory research in urology. Competition is limited to 
urologists who have been graduated not more than 10 years and 
to men in training to become urologists. The first prize essay 
will appear on the program of the meeting of the American 
Urological Association at the Biltmore Hotel, Los Angeles, 
May 16 to 19, 1955. For full particulars write to the executive 
secretary, Mr. William P. Didusch, 1120 N. Charles St., Balti- 
more 1. Essays must be in his hands before Jan. 1, 1955. 


Neurology and Psychiatry Award.—The Michigan Society of 
Neurology and Psychiatry offers an annual award of $250 for 
the outstanding piece of research in: neurology, psychiatry, 
neurosurgery, neuropathology, neurophysiology, neuroanatomy, 
pharmacology pertaining to the nervous system, and allied fields 
of interest. The work, which must have been accomplished by 
persons within the first five years of specialty training or ex- 
perience, must be submitted within one year after completion 
of the research reported. Five copies of the paper must be sub- 
mitted before March 1. Competition is open to workers living 
in Michigan, north central Ohio in the area contiguous to the 
southern border of Michigan, and the province of Ontario, 
Canada, in the area contiguous to the state of Michigan. Infor- 
mation may be obtained from Dr. Ivan C. Berlien, chairman, 
1753 Guardian Bldg., Detroit 26. 


Medical Legal Publication—The Western Reserve University 
Press announces publication of “Physician in the Courtroom,” 
the first volume in its law-medicine series. The 98 page book 
comprises a symposium on problems of the medical profession 
as related to law. Contributors to the discussion are Clinton 
DeWitt, professor of law at Western Reserve; Dr. Samuel R. 
Gerber, Cleveland, coroner of Cuyahoga County and associate 
in legal medicine, Western Reserve University institute of 
pathology; Dr. Alan R. Moritz, director of the institute; and 
Dr. Lester Adelson, Cleveland, deputy coroner and chief pathol- 
ogist in Cuyahoga County coroner’s office and instructor in legal 
medicine at the institute. This volume will be followed within 
the next 12 months by “Medical Facts for Lawyers” and 
“Homicide in the Urban Community.” “Physician in the Court- 
room” is now available at $2 per copy from the Western Reserve 
University Press, Western Reserve University, Cleveland 6. 


National Fund for Medical Education.—According to Mr. 
Colby M. Chester, chairman, Committee of American Industry, 
an affiliate of the National Fund for Medical Education, more 
than 1,300 leaders of American business, representing every 
major industry, have been enlisted in the campaign to obtain 
private financial support for the nation’s medical schools. The 
Committee of American Industry, which is seeking to mobilize 
10 million dollars in additional annual income for the medical 
schools, is organized into 60 nationwide industrial divisions and 
local sponsoring committees located in 23 industrial centers. 
Serving on industrial committees are 1,019 businessmen. A 
medical advisory committee of 441 industrial physicians and 
corporation medical directors is headed by Dr. Robert C. Page 
of the Standard Oil Company (N. J.), New York, and Dr. Earl 
C. Bonnett of the Metropolitan Life Insurance Company, New 
York. Since its organization in January, 1953, the committee has 
raised more than 2 million dollars for the medical schools. 


Radiological Hazard Training Program.—In recognition of the 
creased use of radiation and the associated health protection 
Problems, the Public Health Service, U. S. Department of Health, 
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Education, and Welfare, sponsors a program of training in 
radiological hazards. The purpose of the program is to indoctri- 
nate public health workers with the significance of ionizing 
radiations, the environmental and occupational hazards attendant 
on their use, and recommended procedures for minimizing such 
hazards. The training program, presented at the Robert A. Taft 
Sanitary Engineering Center, Cincinnati, is designed primarily 
for professional personnel of state and local health departments, 
but a limited number of qualified applicants from other govern- 
mental agencies and industry will be welcome. The following 
courses will be presented in 1954-1955: 

Novy. 1-5, Problems of Radioactivity in Waterworks. 

Jan. 10-21, Basic Course in Radiological Health. 

Jan. 24-Feb. 4, Occupational Radiation Protection. 

March 7-10, Radiation Hygiene: Preventive Medical Aspects. 

April 18-29, Basic Course in Radiological Health. 

May 2-13, Environmental Radiation Sanitation Course. 

May 16-20, Problems of Radioactivity in Waterworks. 
For information address: Chief, Radiological Health Training 
Section, Robert A. Taft Sanitary Engineering Center, 4676 
Columbia Parkway, Cincinnati 26. 


Fellowships in Orthopedics.—In a new program, the National 
Foundation for Infantile Paralysis offers clinical fellowships 
primarily for resident training in orthopedics at centers approved 
by the A. M. A. Council on Medical Education and Hospitals. 
Fellowships will be awarded for periods of six months to three 
years, depending on the time necessary for the candidate to 
complete his requirements for certification by the American 
Board of Orthopedic Surgery. Eligibility requirements include 
U. S. citizenship or application for citizenship, a one-year in- 
ternship, and one year of resident training in general surgery 
at approved hospitals. Candidates must be under 36 years of 
age. Stipends range from $300 to $400 a month, depending on 
marital status and number of dependents. One fellowship in 
orthopedic surgery will be offered each year to an applicant who 
has already completed three years of approved resident training 
in orthopedic surgery. This fellowship will be awarded for one 
year’s study at Georgia Warm Springs Foundation at a stipend 
level varying from $4,500 to $7,000 a year. Exceptions to the 
age limit of 36 years may be made for this candidate. All 
applicants must make their own arrangements with the training 
center before applying for a fellowship. Selection of candidates 
will be made on a competitive basis by the foundation’s clinical 
fellowship committee. Applications for fellowships received by 
Sept. 1 will be considered in November; those received by Dec. 1, 
in February; and those submitted by March 1, in May. For appli- 
cation forms and further information, address the National 
Foundation for Infantile Paralysis, Division of Professional 
Education, 120 Broadway, New York 5. 


National Medical Association.—This association will hold its 
annual meeting at Howard University College of Medicine, 
Washington, D. C., Aug. 9 to 13. Dr. A. Porter Davis, Kansas 
City, Kan., will deliver the presidential address Tuesday morn- 
ing. At 8:30 p. m. a public meeting will be held in the audi- 
torium of the Department of Health, Education and Welfare 
(4th and C Streets, S.W.). Addresses will be delivered by Dr. 
Davis, Dr. Arthur M. Townsend Jr., St. Louis, chairman, board 
of trustees of the association, and Dr. Leonard A. Scheele, 
Washington, D. C., surgeon general, U. S. Public Health Service. 
The Stubbs surgical oration, “The Management of Acute Pan- 
creatitis,” will be delivered Wednesday at 10 a. m. by Dr. 
Robert Elman, professor of surgery, Washington University 
School of Medicine, St. Louis. Wednesday afternoon the staff 
of the National Institutes of Health, Bethesda, Md., will present 
a symposium “Research Program of the National Cancer In- 
stitute” at the Clinical Center in Bethesda. Thursday morning 
there will be a panel on orthopedic disease problems at the 
orthopedic clinic, Freedmen’s Hospital. A symposium on head- 
ache will be presented Friday, 10:30 to 11:30 a. m., and a 
clinical pathological conference will be held from 12 noon to 
1 p. m. Numerous joint scientific sessions have been scheduled 
in addition to the general and sectional meetings, and movie 
clinics will be featured from 8:30 to 9:45 a. m., Tuesday through 
Thursday. Special events include alumni and fraternity meetings 
Monday night, a men’s smoker Wednesday at 9:30 p. m., and 
the president’s grand ball Thursday at 9 p. m. The Women’s 
Auxiliary will meet simultaneously. 
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Blakeslee Award Winners.—The American Heart Association 
announces the following winners of the second annual Howard 
W. Blakeslee awards for outstanding reporting in the field of 
heart and blood vessel diseases: 


Cathy Covert, medical writer, and Arthur Cornelius, chief photographer 
of the Syracuse Herald-Journal, for their series of 10 articles on heart 
diseases appearing in that publication in December, 1953. 

Clive Howard, Ridgewood, N.J., for his article, “(Can Heart Disease 
Wreck Your Marriage?” published in the February, 1953, issue of the 
Woman’s Home Companion. 

“American Inventory,” for ““The Mechanical Heart,” a documentary 
television program telecast on NBC-TV, originating from Harper 
Hospital, Detroit, Feb. 15, 1953. The program was produced by Wil- 
liam Hodapp with the assistance of Robert Wald, Laurence Schwab 
Jr., and the staff of WWJ-TV, Detroit, with the cooperation of the 
General Motors Corporation and the Michigan Heart Association. 

Dr. William A. Brams, Chicago, for his volume, “Managing Your 
Coronary,” published by J. B. Lippincott Company of Philadelphia. 


The winners of the $500 honorarium will receive the awards 
Sept. 14 at a banquet in conjunction with the second World 
Congress of Cardiology and the 27th scientific sessions of the 
American Heart Association, which will convene in Washington, 
D. C., Sept. 12 to 17. The awards, a memorial to Howard W. 
Blakeslee, late science editor of the Associated Press and 
founder of the National Association of Science Writers, are 
given annually to persons “whose creative efforts in any medium 
of mass communication are judged to have contributed most to 
public understanding of progress in research, and in the preven- 
tion, care and treatment of heart and circulatory diseases.” 
Funds for the awards have been made available by the Eva and 
Irving Hexter Foundation of Cleveland, the Robert Z. Greene 
Foundation of New York, and Frank N. Isbey of Detroit, a 
member of the American Heart Association’s board of directors. 


Blackwell Awards.—The Elizabeth Blackwell citations of the 
New York Infirmary were recently presented to the following 
women physicians in the first ceremony to be held in the hos- 
pital’s new building, Stuyvesant Square East and 15th Street: 


Dorothy H. Andersen, assistant professor of pathology, Columbia Uni- 
versity College of Physicians and Surgeons and assistant attending 
pediatrician at Babies’ Hospital, New York, who developed the con- 
cept of cystic fibrosis of the pancreas. 

Emily Dunning Barringer, New Canaan, Conn., the first woman physician 
to serve as ambulance surgeon. Before retirement she was on the staffs 
of the New York Infirmary and the Kingston Avenue Hospital, 
Brooklyn, and was active in promoting legislation for social hygiene 
and public health. 

Madelaine Ray Brown, associate neurologist at Massachusetts General 
Hospital, Boston, chief, department of neurology and psychiatry, 
Mount Auburn Hospital, Cambridge, and instructor in neurology at 
Harvard Medical School, Boston, who was the first woman to become 
an intern at Boston City Hospital. She is coauthor of the first pub- 
lished description of the syndrome of muscular paralysis due to 
kidney disease. 

Mary M. Crawford, who established the New York Federal Reserve 
Bank medical department after returning from World War I service 
with the American ambulance at Neuilly-sur-Seine. 

Jessie C. Gray, chief of surgery, Women’s College Hospital, Toronto, 
Canada, the first woman to graduate with a gold medal in medicine 
at the University of Toronto, first woman to take the Gallie course 
in surgery, first woman resident surgeon at Toronto General Hospital, 
and first woman to become a fellow of the Royal College of Surgeons 
of Canada. 

Alice Freeland Maxwell, associate clinical professor of obstetrics and 
gynecology, University of California Medical School, San Francisco, 
in recognition of her achievements in teaching and practice of obstet- 
rics and gynecology. 

Jane Sands Robb, Syracuse, N. Y., in recognition of her contribution 
to the knowledge of the anatomy and physiology of the heart. 

Helen B. Taussig, associate professor of pediatrics, Johns Hopkins 
University School of Medicine, Baltimore, whose work laid the 
foundation that made possible surgical correction of certain abnormal 
hearts, resulting in a great saving of lives, and whose clinical skill 
and conviction that “blue babies” could be saved resulted in the 
development of surgical techniques that saved them. ’ 

Priscilla White, Boston, one of the recipients of the Elizabeth Black- 
well Graduation Centennial citation by Hobart and William Smith 
Colleges, Geneva, N. Y., in 1949. An associate of Dr. Elliott P. 
Joslin, Boston, since 1924, physician at New England Deaconess 
Hospital, associated with New England Hospital, and instructor in 
pediatrics, Tufts College Medical School, Boston, Dr. White has 
made studies of diabetes in pregnancy and is also coauthor with Dr. 
Joslin of the standard text “Treatment of Diabetes Mellitus’ (Lea & 
Febiger) and author of “Diabetes in Childhood and Adolescence” 
(Lea & Febiger). 


Steroid Reference Substances.—The Board of Trustees of the 
U. S. Pharmacopeial Convention announces a new service 
(made possible through cooperation with the National Institutes 
of Heaith of the U. S. Public Health Service), which will make 
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available new U.S.P. steroid reference substances, prepare, 
under the direction of the U.S.P. Steroid Advisory Board ang 
distributed by authority of the U.S.P. Board of Trustees. The 
advisory board, established in 1953 in response to the need for 
easily available steroid preparations for use as reference 
standards in connection with the rapidly developing paper 
chromatographic techniques, is responsible for the selection of 
reference substances, verification of their authenticity, and de. 


termination of their suitability. 


The compounds are supplied for use only as paper chromatog. 
raphy standards. The number assigned to each reference sub. 
stance corresponds to a number on a master list of about 409 
compounds. The first set consists of 24 steroids; additional sets 
will become available as soon as the necessary steroids can be 
obtained and checked. Suggestions for additions are welcome. 
Income from the sale of these substances, over and above pack. 
aging and distribution costs, will be used for expanding the 
program, including a possible modest subsidy for preparing 
additional steroids not otherwise available. The price is $3 fo; 
a single steroid and $60 for the complete set of 24. Information 
may be obtained from U.S.P. Reference Standards, 46 Park 


Ave., New York 16. 


Prevalence of Poliomyelitis——According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States and its territories and 


possessions in the weeks ended as indicated: 
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Campaign Against Yaws in Haiti—According to a report from 
the Pan American Sanitary Bureau, yaws, which until 1950 
affected about one-third of the rural population of Haiti, has 
been all but wiped out by the Haitian government in cooperation 
with the bureau and with substantial financial assistance from 
the United Nations Childrens Fund (UNICEF). In 1949 the 
Haitian government requested international help to combat 
yaws. By Dec. 31, 1953, after a house-to-house campaign, 
2,623,141 persons had been treated with penicillin. Observations 
in the southern region of the country, where the campaign was 
initiated in 1950, show that less than 1% of the population now 
has contagious yaws. In the northern region of Haiti, where the 
campaign has been carried out during the past two years, yaws 
incidence is less than one-third of 1%. The disease has been 
almost eradicated in a once highly infected zone. At the present 
wholesale cost of penicillin, the average cost per patient for the 
drug is about five cents. The cost to the government of Haiti 
of the yaws campaign has been about 20 cents per capita, and 
the total cost, including governmental and international contri- 
butions, about 30 cents per person treated. 


FOREIGN 

Meeting on Medical Hydrology.—The International Society of 
Medical Hydrology will hold its congress Sept. 24 to 27 at 
Vichy, Paris, and Enghien in France. Reports will be given on 
cardiac and hepatocholecystic pain; care of the wounded in 
mineral water spas; and effect of certain vichy waters on the 
autonomic nervous system. For information write to Dr. Fran- 
cois Frangon, 55 rue des Mathurins, Paris 9, or to Mr. Boucier, 
24 blvd. des Capucines, Paris 9. 


Pediatric Fellowships in Paris——A number of fellowships for 
the academic year 1954-1955 will be available for research 
workers at the laboratories of the International Children’s 
Centre, Paris, France. The research program is at present essen- 
tially connected with problems of antituberculosis vaccination 
and antipertussis immunization. The grants amount to $168 per 
month. Traveling expenses from residence to Paris will have to 
be borne by the research fellows. Application for a fellowship 
should be sent together with curriculum vitae, record of previous 
work, and testimonials of chiefs of service to Professor Bugnard, 
International Children’s Centre, Chateau de Longchamp, Paris 
16°. 


International Society of Blood Transfusion.—This society will 
meet at the Sorbonne (47 rue des Ecoles) and Lycee Louis-Le- 
Grand (123 rue Saint-Jacques) in Paris, Sept. 13 to 19. Forty- 
seven presentations by United States participants are listed in 
the program. Dr. Philip Levine, Raritan, N. J., will report on 
transfusion problems due to rare antibodies, and Dr. J. Garrott 
Allen, University of Chicago, will discuss “Treatment of Burns” 
and “Pooled Plasma: A Safe and Indispensable Therapeutic 
Agent.” “Transmission of Homologous Serum Jaundice” will be 
considered by Dr. Joseph Stokes Jr., Philadelphia. Dr. James L. 
Tullis, Boston, will talk on preservation of platelets. Dr. Isidor 
S. Ravdin, Philadelphia, will preside at a conference on plasma 
substitutes and will present a paper on that subject. 


Rehabilitation for Underprivileged Israeli Youth—In com- 
memoration of the sixth anniversary of the state of Israel, 
Hadassah, the women’s Zionist organization of America, recently 
announced a new $500,000 project aimed at the education and 
rehabilitation of underprivileged youth in Israel, which will 
involve a combined sociological and psychiatric, vocational 
education and recreation program for the estimated 50,000 
young people between the ages of 12 and 17 still living in im- 
migrant camps in various parts of Israel. Three major depart- 
ments of Hadassah—the Hadassah Medical Organization, 
Vocational Education Department, and Youth Aliyah (youth 
immigration and rehabilitation)—will join forces in “Operation 
Maarbarot Youth.” 


CORRECTION 


American Board of Proctology.—The next examination of the 
American Board of Proctology will be in Part II in Philadelphia 
on Sept. 25-26, The previous announcements in THE JouRNAL of 
June 19, July 3 and July 17 were in error. 
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MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1954 Clinical Meeting, Miami, Florida, Nov. 29-Dec. 2. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 
1956 Annual Meeting, Chicago, June 11-15. 

AMERICAN MEDICAL ASSOCIATION PUBLIC RELATIONS INSTITUTE, Drake 
Hotel, Chicago, Sept. 1-2. Mr. Leo E. Brown, 535 N. Dearborn St., 
Chicago 10, Director. 


ALASKA TERRITORIAL MEDICAL ASSOCIATION, Mt. McKinley Park Hotel, 
Mt. McKinley Park, Aug. 15-17. Dr. William P. Blanton, P.O. Box 
2569, Juneau, Secretary. 

AMERICAN ASSOCIATION OF BLOOD Banks, The Shoreham, Washington, 
D. C., Sept. 13-16. Miss Marjorie Saunders, 3500 Gaston Ave., Dallas 4, 
Texas, Secretary. 

AMERICAN ASSOCIATION OF OBSTETRICIANS, GYNECOLOGISTS AND ABDOMINAL 
SuRGEONS, The Homestead, Hot Springs, Va., Sept. 1-11. Dr. Frank R. 
Lock, Bowman Gray School of Medicine, Winston-Salem, N. C., 
Secretary. 

AMERICAN CONGRESS OF PHYSICAL MEDICINE AND REHABILITATION, Hotel 
Statler, Washington, D. C., Sept. 6-11. Dr. Walter J. Zeiter, 30 N. 
Michigan Ave., Chicago 2, Executive Director. 

AMERICAN HOsPITAL ASSOCIATION, Palmer House, Chicago, Sept. 13-16. 
Dr. E. L. Crosby, 18 East Division St., Chicago 10, Director. 

AMERICAN MEDICAL WRITERS’ ASSOCIATION, Hotel Sherman, Chicago, Sept. 
24. Dr. Harold Swanberg, 510 Maine St., Quincy, Ill., Secretary. 

AMERICAN ROENTGEN Ray Society, Shoreham Hotel, Washington, D. C., 
Sept. 21-24. Dr. Barton R. Young, Germantown Hospital, Philadelphia 
44, Secretary. 

AMERICAN SOCIETY OF CLINICAL PATHOLOGISTS, Shoreham Hotel, Washing- 
ton, D. C., Sept. 6. Dr. Clyde G. Culbertson, 1040-1232 W. Michigan 
St., Indianapolis, Secretary. 

AMERICAN VETERINARY MEDICAL ASSOCIATION, Olympic Hotel, Seattle, 
Aug. 23-26. Dr. J. G. Hardenbergh, 600 South Michigan Blvd., Chi- 
cago 5, Executive Secretary. 

COLLEGE OF AMERICAN PATHOLOGISTS, The Shoreham, Washington, D. C., 
Sept. 12. Dr. Arthur H. Dearing, 203 N. Wabash Ave., Chicago 1, 
Executive Secretary. 

CoLoraDo STATE MEDICAL Society, Broadmoor Hotel, Colorado Springs, 
Sept. 21-24. Mr. Harvey T. Sethman, 835 Republic Building, Denver 
2, Executive Secretary. 

INDUSTRIAL HEALTH CONFERENCE (Houston), Shamrock Hotel, Houston, 
Tex., Sept. 23-25. Dr. Sidney Schnur, 411 Medical Arts Bldg., Houston 
2, Tex., Chairman. 

KENTUCKY STATE MEDICAL ASSOCIATION, Brown Hotel, Louisville, Sept. 
21-23. Dr. Bruce Underwood, 620 S. Third St., Louisville 2, Secretary. 

Mississippt VALLEY MepicaL Society, Hotel Sherman, Chicago, Sept. 
22-24. Dr. Harold Swanberg, 510 Maine St., Quincy, Ill., Secretary. 

MONTANA MEDICAL ASSOCIATION, Hotel Finlen, Butte, Sept. 16-19. Mr. 
L. R. Hegland, 1236 N. 28th St., Billings, Executive Secretary. 

NATIONAL MEDICAL AssociATION, Washington, D. C., Aug. 9-13. Dr. John 
T. Givens, 1108 Church St., Norfolk 10, Va., Executive Secretary. 

PaciFic DERMATOLOGIC ASSOCIATION, Broadmoor Hotel, Colorado Springs, 
Colo., Sept. 2-4. Dr. Ben A. Newman, 436 N. Roxbury Drive, Beverly 
Hills, Calif., Secretary. 

REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 

Bismarck, N. D., Sept. 11. Dr. Robert B. Radl, 221 Fifth St., Bis- 
marck, N. D., Governor. 

RENO Surcicat Society, Reno, Nev., Aug. 19-21. Dr. James R. Herz, 
508 Humboldt St., Reno, Nev., Secretary. 

SOUTHWESTERN SuRGICAL ConGress, Skirvin Hotel, Oklahoma City, Sept. 
20-22. Dr. C. R. Rountree, 1227 Classen Drive, Oklahoma City 3, 
Secretary. 

U. S. CHAPTER, INTERNATIONAL COLLEGE OF SURGEONS, Chicago, Sept. 7-10. 
Dr. Karl Meyer, 1516 Lake Shore Dr., Chicago, Secretary. 

WASHINGTON STATE MEDICAL ASSOCIATION, Davenport Hotel, Spokane, 
Sept. 18-22. Dr. Bruce Zimmerman, 1309 Seventh Ave., Seattle 1, 
Secretary. 

WESTERN ASSOCIATION OF RAILWAY SURGEONS, Sun Valley, Idaho, Sept. 
23-25. Dr. Leo L. Stanley, 1322 Fifth Ave., San Rafael, Calif., 
Secretary. 

WEST VIRGINIA STATE MEDICAL ASSOCIATION, The Greenbrier, White 
Sulphur Springs, Aug. 19-21. Mr. Charles Lively, P.O. Box 1031, 
Charleston, Executive Secretary. 


FOREIGN AND INTERNATIONAL 

COMMONWEALTH HEALTH AND TUBERCULOSIS CONFERENCE, Royal Festival 
Hall, London, England, June 21-25, 1955. Mr. 3. H. Harley Williams, 
Tavistock House North, Tavistock Square, London, W.C.1, England, 
Secretary General. 

CONFERENCE OF INTERNATIONAL UNION AGAINST TUBERCULOSIS, Madrid, 
Spain, Sept. 26-Oct. 2, 1954. Secretariat, Escuela de Tisiologia, Ciudad 
Universitaria, Madrid, Spain. 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR THE PREVENTION OF BLIND- 
ness, New York, N. Y., U. S. A., Sept. 12-17, 1954, Professor 
Franceschetti, 2 Avenue Mirmot, Geneva, Switzerland, Secretary- 
General. 
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CONGRESS OF THE INTERNATIONAL DIABETES FEDERATION, Cambridge, 
England, July 4-8, 1955. Mr. James G. L. Jackson, 152 Harley St., 
London, W.1, England, Executive Secretary General. 

CONGRESS OF INTERNATIONAL SOCIETY OF MEDICAL HyproLocy, Vichy and 
Paris, France, Sept. 26, 1954. For information write: Dr. Giulio Ammi- 
randoli, Via Della Torretta 11, Montecatini Terme, Italy. 

INTER-AMERICAN CONGRESS OF RADIOLOGY, Shoreham Hotel, Washington, 
D. C., U. S. A., April 24-29, 1955. Dr. Eugene P. Pendergrass, 3400 
Spruce St., Philadelphia 4, Pa., U. S. A., Secretary General. 

INTER-AMERICAN SESSION, AMERICAN COLLEGE OF SURGEONS, Universidad 
Mayor de San Marcos de Lima, Lima, Peru, S. A., Jan. 11-14, 1955, 
Dr. Michael L. Mason, 40 East Erie St., Chicago 11, Ill, U. S. A,, 
Secretary. 

INTERNATIONAL ANESTHESIA RESEARCH SOCIETY, Ambassador Hotel, Los 
Angeles, Calif., U. S. A., Oct. 10-14, 1954. For information write: Dr. 
T. H. Seldon, 102-110 Second Avenue S.W., Rochester, Minn., U. S. A. 

INTERNATIONAL CONGRESS OF CLINICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Dr. Robert A. Moore, University of Pitts- 
burgh, Schools of the Health Profession, Pittsburgh 13, Pa., U. S. A., 
Chairman, Committee on Arrangements. 

INTERNATIONAL CONGRESS ON DISEASES OF THE CHEST, Barcelona, Spain, 
Oct. 4-8, 1954. Mr. Murray Kornfeld, 112 East Chestnut St., Chicago 11, 
Ill., U. S. A., Executive Secretary. 

INTERNATIONAL CONGRESS ON GROUP PSYCHOTHERAPY, Toronto, Ont., 
Canada, Aug. 12-14, 1954. Dr. J. L. Moreno, Room 327, 101 Park Ave., 
New York 17, N. Y., U. S. A., Director of Organizing Committee. 

INTERNATIONAL CONGRESS OF HEMATOLOGY, Paris, Sept. 6-11, 1954. Dr. 
Jean Bernard, 86 rue d’Assas, Paris 6°, France, Secretary. 

INTERNATIONAL CONGRESS OF THE HISTORY OF MEDICINE, Rome and 
Salerno, Italy, Sept. 13-20, 1954. For information write: Segreteria X1V 
Congresso Internazionale di Storia della Medicina, Instituto di Storia 
della Medicine, Citta Universitaria, Rome, Italy. 

INTERNATIONAL CONGRESS OF HyDATID DiIsEaAse, Madrid, Spain, Sept. 25-30, 
1954. Dr. Jesus Calvo Melendro, Hospital Provincial, Sorea, Spain, 
Secretary General. 

INTERNATIONAL CONGRESS OF INDUSTRIAL MEDICINE, Naples, Italy, Sept. 
13-19, 1954. Professor Scipione Caccuri, Director, Institute of Indus- 
trial Medicine Policlinico, Naples, Italy, Chairman, Organizing Com- 
mittee. 

INTERNATIONAL CONGRESS OF INTERNAL MEDICINE, Stockholm, Sweden, Sept. 
15-18, 1954. Professor Anders Kristenson, Karolinska Sjukhuset, Stock- 
holm 60, Sweden, Secretary-General. 

INTERNATIONAL CONGRESS ON MENTAL HEALTH, University of Toronto, 
Toronto, Ontario, Canada, Aug. 14-21, 1954. For information write: 
Executive Officer, International Congress on Mental Health, 111 St. 
George St., Toronto, Ontario, Canada. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Luxem- 
burg, Luxemburg, Nov. 7-12, 1954. Colonel A. R. Vernengo, Direcion 
General de Sanidad Militar, Pozos 2045, Buenos Aires, Argentine, S. A., 
Secretary General. 

INTERNATIONAL CONGRESS OF NUTRITION, Amsterdam, Netherlands, Sept. 
13-17, 1954. Dr. M. van Eekelen, Centraal Instituut voor Voedingsonder- 
zoek T.N.O., 61 Catharynesingel, Utrecht, Netherlands, General Secretary. 

INTERNATIONAL CONGRESS OF OPHTHALMOLOGY, University of Montreal and 
McGill University, Montreal, Canada, Sept. 9-11, 1954, and Waldorf- 
Astoria, New York, N. Y., U. S. A., Sept. 12-17, 1954. Dr. William L. 
Benedict, 100 First Avenue Building, Rochester, Minn., U. S. A., 
Secretary-General. 

INTERNATIONAL CONGRESS OF ORTHOPEDIC SURGERY AND TRAUMATOLOGY, 
Berne, Switzerland, Aug. 30-Sept. 3, 1954. For information write: 
Professor M. Dubois, Isle-Hospital, Berne, Switzerland. 

INTERNATIONAL FEDERATION OF MEDICAL STUDENT ASSOCIATIONS, Rome, 
Italy, Oct. 1-5, 1954. Mr. Jorgen Falck Larsen, 12, Kristianiagade, 
Copenhagen Q, Denmark, General Secretary. 

INTERNATIONAL HOSPITAL CONGRESS, Lucerne, Switzerland, May 30-June 3, 
1955. Capt. J. E. Stone, International Hospital Federation, 10 Old 
Jewry, London, E.C.2, England, Hon. Secretary. 

INTERNATIONAL INSTITUTE ON CHILD PsyCHIATRY, Toronto, Canada, Aug. 
13-14, 1954, Miss Helen Speyer, International Association for Child 
Psychiatry, 1790 Broadway, New York 19, N. Y., U. S. A., Executive 
Officer. 

INTERNATIONAL POLIOMYELITIS CONGRESS, University of Rome, Orthopedic 
Clinic, Rome, Italy, Sept. 6-10, 1954. Mr. Stanley E. Henwood, 120 
Broadway, New York 5, N. Y., U. S. A., Executive Secretary. 

INTERNATIONAL SOCIETY OF BLOOD TRANSFUSION, Paris, France, Sept. 12-19, 
1954. For information write: Colonel Julliard, Société Internationale de 
Transfusion Sanguine, 53 Boulevard Diderot, Paris 12°, France. 

INTERNATIONAL SOCIETY FOR CELL BIoLoGy, Leiden, Netherlands, Sept. 1-8, 
1954. Professor Peter J. Gaillard, University of Leiden, Leiden, Nether- 
lands, Secretary. 

INTERNATIONAL SOCIETY OF GEOGRAPHICAL PATHOLOGY, Washington, D. C., 
U. S. A., Sept. 6-10, 1954. Professor Fred C. Roulet, Hebelstrasse 24, 
Basel, Switzerland, Secretary-General. 

INTERNATIONAL SURGICAL CONGRESS, Geneva, Switzerland, May 23-26, 
1955. Dr. Max Thorek, 1516 Lake Shore Drive, Chicago, Illinois, 
U.S. A., Secretary General. 

JAPAN MEDICAL CONGRESS, Kyoto University and Kyoto Prefectural 
Medical College, Kyoto, Japan, April 1-5, 1955. Dr. Mitsuharu Goto, 
University Hospital, Medical Faculty of Kyoto University, Kyoto, 
Japan, Secretary General. 

LATIN AMERICAN CONGRESS OF ANESTHESIOLOGY, Sao Paulo, Brazil, S. A., 
Sept. 12-18, 1954. Dr. Zairo E. G. Vieira, Praca Floriano, 55-7°, And., 
Rio De Janeiro, Brazil, S. A., Secretario. 

LATIN AMERICAN CONGRESS OF PHYSICAL MEDICINE, Lima, Peru, S. A., Feb. 
14-19, 1955. Dr. Cassius Lopez de Victoria, 176 East 71st St., New 
York 21, N. Y., U. S. A., Executive Director. 
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MEDICAL WOMEN’S INTERNATIONAL ASSOCIATION CONGRESS, Lake Garda 
Italy, Sept. 15-21, 1954. Dr. Ada Chree Reid, 118 Riverside Drive, New 
York 24, N. Y., U. S. A., President. 

PAN AMERICAN CONGRESS OF PEDIATRICS, Sao Paulo, Brazil, Aug. 1-7, 1954. 
For information address: Dr. Jairo Ramos, Avenida Brigaderio Lyjz 
Antonio 278-8° andar, Sao Paulo, Brazil. 

PAN AMERICAN HOMEOPATHIC MEDICAL CONGRESS, Hotel Gloria, Rio de 
Janeiro, Brazil, S. A., Oct, 2-13, 1954. Dr. Paul S. Schantz, 103 West 
Main St., Ephrata, Pa., U. S. A., Executive Secretary. 

PaAN-PaciFIC SURGICAL CONGRESS, Honolulu, Hawaii, Oct. 7-18, 1954. Dr. 
F. J. Pinkerton, Suite 7, Young Bldg., Honolulu 13, Hawaii, Director 
General. 

WorLD CONGRESS OF CarDIOLOGy, Washington, D. C., U. S. A., Sept, 
12-18, 1954. Dr. L. W. Gorham, 44 East 23d St., New York 10, N. y,, 
U. S. A., Secretary-General. 

WorRLD CONGRESS OF INTERNATIONAL SOCIETY FOR THE WELFARE op 
CRIPPLES, Scheveningen-The Hague, Netherlands, Sept. 13-17, 1954, 
Secretariat: Miss H. P. Post, Pieter Lastmarkade 37, Amsterdam Z, 
Netherlands. 

WoRLD FEDERATION OF OCCUPATIONAL THERAPISTS, Edinburgh, Scotland 
August 17, 1954. 

WoRLD MEDICAL ASSOCIATION, Rome, Italy, Sept. 26-Oct. 2, 1954. Dr, 
Louis H. Bauer, 345 East 46th St., New York 17, N. Y., U.S. A, 
Secretary-General. 





EXAMINATIONS 
AND LICENSURE 








EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BOARD OF ANESTHESIOLOGY: Written. Various Centers, July 16, 
Final date for filing applications was Jan 16. Sec., Dr. Curtiss B. Hickox, 
80 Seymour St., Hartford 15. 

AMERICAN BOARD OF DERMATOLOGY AND SyYPHILOLOGY: Written. Various 
centers, Sept. 2. Oral. Ann Arbor, Oct. 15-18. To be eligible candidates 
must have completed thirty-six months of training by October 1. Final 
date for filing application was May 1. Exec. Sec., Miss Janet Newkirk, 
129 E. 52nd St., New York 22. 

AMERICAN BOARD OF INTERNAL MEDICINE: Oral. New York, Sept. 22-24 
(candidates on the east coast). The closing date for acceptance of appli- 
cations was April 1. Written. Oct. 18. Final date for acceptance of appli- 
cations was May 1. Subspecialties. Allergy. New York, Sept. 23 and 
Pulmonary Disease. New York, Sept. 24. Closing date for acceptance of 
applications was May 10. Exec. Sec.-Treas., Dr. William A. Werrell, One 
West Main St., Madison 3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. New Haven, November. 
Final date for filing application is November 1. Sec., Dr. Leonard T. 
Furlow, 600 S. Kingshighway, St. Louis 10. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Part I. Various Cen- 
ters, Feb. 4. Part II, Chicago. Deadline for receipt of applications is 
October 1. Sec., Dr. Robert L. Faulkner, 2105 Adelbert Road, Cleve- 
land 6. 


AMERICAN BOARD OF OPHTHALMOLOGY: Practical examinations, 1954, New 
York City, Dec. 5-9. Final date for filing applications was July 1, 1953. 
Written, 1955. Various cities, Jan. 24-25. Final date for filing application 
was July 1, 1954. Practical examinations, 1955. Chicago, Oct. 9-14. Sec., 
Dr. Edwin B. Dunphy, 56 Ivie Road, Cape Cottage, Maine. 

AMERICAN BOARD OF ORTHOPAEDIC SURGERY: Oral and Written. Los 
Angeles, Jan. 26-28. Final date for filing applications for Part II is 
Aug. 15. Sec., Dr. Harold A. Sofield, 122 South Michigan Ave., 
Chicago 3, Ill. 

AMERICAN BOARD OF OTOLARYNGOLOGY. New York City, Sept 13-17; Rich- 
mond, Va., March 6-10, 1955. Sec., Dr. Dean M. Lierle, University 
Hospital, lowa City. 

AMERICAN BoarD OF PEp1aTRICs: Oral. Chicago, Oct. 8-10 and New Haven, 
Dec. 3-5. Ex. Sec., Dr. John McK. Mitchell, 6 Cushman Road, Rose- 
mont, Pa. 

AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION, Oral and 
Written. Washington, D. C., Sept. 5-6. Final date for filing applications 
was March 31. Sec., Dr. Earl C. Elkins, 30 N. Michigan Ave., Chicago. 

AMERICAN BoarD OF PLastic SuRGeRY. Atlanta, Ga., Oct. 20-22. Final 
date for filing case reports was June 1. Final date for filing case 
reports for spring 1955 examination is Jan. 1. Corres. Sec., Miss Estelle 
E. Hillerich, 4647 Pershing Ave., St. Louis 8. 

AMERICAN BOARD OF PREVENTIVE MEDICINE: Parts 1 and 2. Buffalo, Oct. 
9-11. Final date for filing applications was July 15. Sec., Dr. Ernest 
L. Stebbins, 615 N. Wolfe St., Baltimore. 

AMERICAN BOARD OF ProcToLocy. Part II. Philadelphia, Sept. 25-26. 
Examination in Proctology and Anorectal Surgery. Sec., Dr. Stuart T. 
Ross, 131 Fulton Ave., Hempstead, New York 

AMERICAN BoarD OF PSYCHIATRY AND NEUROLOGY: New York, Dec. 13-14; 
New Orleans, Feb. 28-March 1, 1955; San Francisco, Mid-October, 
1955; New York City, December, 1955. Sec., Dr David A. Boyd, 102- 
110 Second Ave. S.W., Rochester, Minnesota. 

AMERICAN BoarD OF RaDIOLOGy: Oral. Washington, D. C., September. 
Final date for filing application for the September examination was ».4/ 
1. Sec., Dr. B. R. Kirklin, 102-110 Second Ave. S.W., Rochester, Mina. 
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DEATHS 


Lehman, Edwin Partridge ® Charlottesville, Va.; born in 
Germantown, Pa., June 9, 1888; Harvard Medical School, 
Boston, 1914; from 1916 to 1920 assistant in surgery at the 
Washington University School of Medicine in St. Louis, where 
he was instructor in surgery, 1920-1921, instructor of clinical 
surgery from 1921 to 1926, assistant professor, 1926-1927, and 
associate professor, 1927-1928; while in St. Louis was resident 
surgeon at the Barnes Hospital, 1919-1920, and assistant 
surgeon from 1922 to 1928, assistant surgeon at St. Louis 
Children’s Hospital from 1924 to 1928 and St. Louis Jewish 
Hospital, 1927-1928, consulting surgeon, St. Louis Maternity 
Hospital, 1927-1928, surgeon at St. Louis City Hospital from 
1920 to 1927, where he was chief surgeon of unit no. 1, 1926- 
1927, and surgeon to outpatients, Washington University 
Dispensary, from 1920 to 1928; retired last June as professor 
of surgery and chairman of the department at the University 
of Virginia Department of Medicine, with which he had been 
connected for 25 years; Major G. Seelig lecturer at the Wash- 
ington University, St. Louis, in 1949, and William J. Mayo 
lecturer at the University of Michigan, Ann Arbor, in 1951; 
served during World War I; member of the founders group of 
the American Board of Surgery; director of the Virginia Cancer 
Foundation from 1940 to 1944; director of the American 
Cancer Society, serving as vice-president, 1944-1945, and presi- 
dent, 1947-1948; fellow of the American Surgical Association, 
of which he was vice-president in 1946, Southern Surgical 
Association, serving as vice-president in 1936 and president in 
1948, International Surgical Society, American College of 
Surgeons, and the American Association for the Surgery of 
Trauma; honorary fellow of the Society of University Surgeons; 
member of the Southern Medical Association, serving as vice- 
chairman, section on surgery, in 1931, chairman in 1933, vice- 
chairman, section on medical education, in 1943, and chairman 
in 1944, and St. Louis Association of Surgeons; honorary 
member of the St. Louis Medical Society and Phi Beta Kappa; 
and member of the Alpha Omega Alpha and Sigma Xi 
fraternities; chief surgeon and gynecologist at the University 
of Virginia Hospital from 1928 to 1950, when he became chief 
surgeon; in 1948 was given the John Shelton Horsley Memorial 
award for his achievements in cancer education and prevention 
in Virginia; died in Boston May 27, aged 65. 


Wadsworth, Augustus Baldwin ® Manchester, Vt.; born in 
Brooklyn Oct. 25, 1872; Columbia University College of Physi- 
cians and Surgeons, New York, 1896; interned at St. Luke’s 
Hospital in New York from 1897 to 1899, then studied in Berlin 
and Vienna; assistant in bacteriology and alumni fellow in 
pathology from 1899 to 1905 at his alma mater, where he was 
instructor in bacteriology and hygiene from 1905 to 1908, 
Alonzo Clark scholar in pathology from 1905 to 1909, associate 
in bacteriology in 1908, and assistant professor from 1909 to 
1913; an Associate Fellow of the American Medical Association; 
past president of the American Association of Pathologists and 
Bacteriologists, American Association of Immunologists, and 
New York Pathological Society; in 1912 secretary of the Harvey 
Society; member of the Association of American Physicians, 
American Society for Clinical Investigation, American Society 
for Experimental Pathology, American Association of the 
History of Medicine, Society of American Bacteriologists, 
American Association for the Advancement of Science, New 
York State Association of Public Health Laboratories, and the 
American Public Health Association, serving as chairman of 
the laboratory section in 1919; in 1922 American representative 
at the International Conference on the Standardization of 
Serums and Serological Tests of the Health Section of the League 
of Nations held in Paris; recipient of the Norwegian decoration, 
Knight, Order of St. Olav; in 1950 the Augustus B. Wadsworth 
lectureship was established by the division of laboratories and 
Tesearch and the New York State Association of Public Health 





¢ Indicates Member of the American Medical Association. 


Laboratories; retired in 1945, after having been director of the 
division of laboratories and research, New York State Depart- 
ment of Health, in Albany, N. Y., since 1914; in June, 1936, a 
portrait of him was presented to the division by the laboratory 
staff and members of the New York State Association of Public 
Health Laboratories; received the Hermann M. Biggs memorial 
award of 1953 for outstanding service in the field of public 
health in New York State; assistant physician, outpatient depart- 
ment, from 1905 to 1908 and consulting bacteriologist from 
1908 to 1913 at the Roosevelt Hospital in New York; intro- 
duced a state-wide system of approved laboratories; author of 
“Standard Methods of the Division of Laboratories and Re- 
search,” published in three editions from 1927 to 1947 and in 
a Spanish translation; died in New York City June 1, aged 81, 
of tuberculosis. 


Oberndorf, Clarence Paul ® New York City; born in New York 
City Feb. 16, 1882; Cornell University Medical College, New 
York, 1906; for many years instructor in neurology at his 
alma mater and clinical professor of psychiatry at Columbia 
University College of Physicians and Surgeons; specialist certi- 
fied by the American Board of Psychiatry and Neurology; past 
president of the American Psychoanalytic Society, of which 
he was at one time secretary, New York Psychoanalytic Society, 
New York Society for Clinical Psychiatry, New York Society 
for Psychotherapy, and the"New York Neurological Society; 
member of the American Neurological Association, American 
Psychosomatic Society, American Psychiatric Association, New 
York Academy of Medicine, American Psychopathological 
Association, New York Psychiatric Society, American Ortho- 
psychiatric Association, Bellevue Alumni Society, and the Phi 
Kappa Tau fraternity; at one time adjunct neurologist at the 
Bellevue Hospital; from 1925 to 1939 associate psychiatrist 
at the Mount Sinai Hospital, where he was appointed consult- 
ing psychiatrist and where shortly before his death a Clarence 
P. Oberndorf visiting psychiatrist program was established in 
his honor; in 1925 organized a psychiatric service at what is 
now the Pleasantville Cottage School of the New York Jewish 
Child Care Association; one of the editors of the Psycho- 
analytic Review; associate editor of the American Journal of 
Psychiatry and the International Journal of Psycho-Analysis; 
author of “The Psychiatric Novels of Oliver Wendell Holmes,” 
“Which Way Out,” and “A History of Psychoanalysis in 
America”; died in Mount Sinai Hospital May 30, aged 72, of 
hypertensive and arteriosclerotic heart disease. 


Nichols, Harold Eugene ® Seattle; born in Steilacoom, Wash., 
July 13, 1895; University of Oregon Medical School, Portland, 
1926; specialist certified by the American Board of Radiology; 
since December, 1949, member of the Committee on Prepay- 
ment Medical and Hospital Service of the Council on Medical 
Service, American Medical Association; medical director of the 
Washington Physicians Service; served two terms as president 
of the King County Medical Service Corporation; past president 
of the King County Medical Society, president in 1949 of the 
Washington State Medical Association, of which he was secre- 
tary-treasurer in 1947; past president of the Washington Tuber- 
culosis Association and Washington State Radiological Society; 
fellow of the American College of Radiology; member of the 
Radiological Society of North America, Pacific Northwest 
Radiological Society, American Trudeau Society, and National 
Tuberculosis Association; an x-ray technician during World War 
I; on the staffs of the Providence Hospital, Maynard Hospital, 
Children’s Orthopedic Hospital, and the Doctors Hospital, where 
he died May 10, aged 58, of hemorrhage from esophageal varix 
and cirrhosis of the liver. 


Archer, Harry Mortimer, New York City; Bellevue Hospital 
Medical College, New York, 1904; second deputy commissioner 
of the New York Fire Department; for six years held the position 
of assistant to the chair of surgery at his alma mater, and later 
taught at Cornell University Medical College; won the highest 
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honor the fire department can give a civilian when he was 
presented with the James Gordon Bennett Medal for heroism in 
action in 1923; died in the Doctors Hospital May 17, aged 85, 
of artericsclerotic heart disease. 


Beall, Leon Frank @ Irene, S. D.; Rush Medical College, 
Chicago, 1903; served during World War I; died April 11, aged 
73, of cerebral thrombosis, diabetes mellitus, and arterio- 
sclerosis. 


Bell, Faith Estella Williams © Abington, Pa.; University of 
Pennsylvania School of Medicine, Philadelphia, 1926; died in 
Philadelphia May 12, aged 57. 


Bell, John Malseed ® St. Joseph, Mo.; Northwestern Medical 
College, St. Joseph, 1892; Central Medical College of St. 
Joseph, 1897; past president of the city board of health; affiliated 
with Missouri Methodist and St. Joseph’s hospitals; died May 26, 
aged 88. 


Benner, Chandos Miller ® Taneytown, Md.; University of Mary- 
land School of Medicine, Baltimore, 1905; past president of 
the Carroll County Medical Society; a member of the Volunteer 
Medical Corps during World War I; health officer of Taneytown 
from 1919 to 1943; for 22 years a member of the Taneytown 
Town Council; on the staff of the Frederick (Md.) Memorial 
Hospital; died April 1, aged 77, of coronary occlusion. 


Black, Albert Lincoln, Pueblo, Colo.; Kansas City (Mo.) Univer- 
sity of Physicians and Surgeons, 1927; died May 18, aged 65, 
of coronary occlusion. 


Bowen, John Dennis © Binghamton, N. Y.; University of Penn- 
sylvania School of Medicine, Philadelphia, 1917; served over- 
seas during World War I; on the staffs of the Broome County 
Tuberculosis Hospital in Chenango Bridge, Ideal Hospital in 
Endicott, Binghamton City Hospital, and Our Lady of Lourdes 
Hospital, where he died May 8, aged 64, of carcinoma of the 
rectum. 


Breed, Arthur Leroy, Elmwood, Wis.; Chicago College of 
Medicine and Surgery, 1906; died in the lowa Methodist Hos- 
pital, Des Moines, Feb. 21, aged 71, of multiple sclerosis and an 
acute urinary infection. 


Bursey, Ernest Harmon ® Fort Worth, Texas; University of 
Texas School of Medicine, Galveston, 1914; fellow of the 
American College of Surgeons; on the staffs of the All Saints 
and St. Joseph’s hospitals and the Harris Hospital, where he 
died May 14, aged 66, of rheumatic heart disease and pulmonary 
edema. 


Busby, Hainan Cary © Columbia, Tenn.; University of Tennessee 
College of Medicine, Memphis, 1929; director of the Maury 
County Health Unit; died in the Maury County Hospital May 26, 
aged 54, of acute myocarditis. 


Buvens, Francis Andrew, Shreveport, La.; Memphis (Tenn.) 
Hospital Medical College, 1908; affiliated with Willis Knighton 
Memorial Hospital and T. E. Schumpert Memorial Sanitarium, 
Shreveport, and St. Joseph Hospital in Memphis, Tenn.; died 
April 25, aged 69, of metastatic adenocarcinoma. 


Callanan, Eugene Francis, Boston; Tufts College Medical School, 
Boston, 1932; during World War II examining physician for the 
Uphams Corner Selective Service Board; on the staffs of the 
Milton (Mass.) Hospital and Convalescent Home, Boston City 
and St. Margaret’s hospitals, and the Carney Hospital, where he 
died May 21, aged 47, of carcinoma of the oral cavity with 
metastases, 


Crawford, William Wallace ® San Diego, Calif.; University of 
Colorado School of Medicine, Denver, 1911; served during 
World War 1; formerly on the city health department board; 
died May 13, aged 80. 


Day, Herbert James, Vista, Calif.; University of Minnesota 
Medical School, Minneapolis, 1915; died in Sioux Falls, S. D., 
April 9, aged 64, of acute congestive cardiac failure and arterial 
hypertension. 

Donohoe, Anthony Patrick ® Davenport, Iowa; State University 


of Iowa College of Medicine, lowa City, 1902; died June 12, 
aged 78, of Parkinson’s disease. 
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Douglas, Julius Judson ® Memphis, Tenn.; Jefferson Medical 
College of Philadelphia, 1921; on the staffs of Methodist, 
Baptist Memorial, and St. Joseph’s hospitals; died May 14, aged 
59, of carcinoma of the left lung. 


Douglas, Sumner Egbert ® Adams, N. Y.; University of Mich. 
igan Department of Medicine and Surgery, Ann Arbor, 1903. 
health officer of the village of Adams and of the Lorraine-Worth 
consolidated health district, Jefferson County, since 1934, and of 
the town of Rodman since 1947; on the staffs of the Mercy 
Hospital and the Hospital of the Good Samaritan; died in the 
Victory Memorial Hospital, Waukegan, Ill., May 4, aged 74, 
of myocardial infarction. 


Dreyer, John Henry Heino, Denver; Marion-Sims College of 
Medicine, St. Louis, 1898; died April 16, aged 85, of congestive 
heart failure and arteriosclerosis. 


Duemler, Thomas Benjamin © Seneca, Mo.; Beaumont Hospital 
Medical College, St. Louis, 1900; at one time associated with 
the Indian Service; died in St. John’s Hospital, Joplin, May 20, 
aged 82. 


Dunbar, Charles William © West Barrington, R. I.; Yale Univer. 
sity School of Medicine, New Haven, Conn., 1946; certified by 
the National Board of Medical Examiners; died May 7, aged 
32, of coronary disease. 


Fenyes, George © Chicago; Medizinische Facultat der Univer- 
sitat, Vienna, Austria, 1927; specialist certified by the American 
Board of Psychiatry and Neurology; member of the American 
Psychiatric Association; served on the staffs of the Manteno 
(I1ll.) State Hospital and the Chicago State Hospital; died June 27, 
aged 56. 


Galison, Louis B. ® Coral Gables, Fla.; Long Island College 
Hospital, Brooklyn, 1937; member of the Arizona State Medical 
Association; served during World War II; died in the Mercy 
Hospital, Miami, April 27, aged 44, of uremia. 


Gannan, Arthur Michael © Detroit; Detroit College of Medicine 
and Surgery, 1929; vice-chief of staff, St. Joseph’s Mercy 
Hospital; died April 26, aged 49, of cardiac infarction. 


Gearheart, Orris, Martin, Ky.; Medical College of Virginia, 
Richmond, 1930; served during World War II; died in the 
Veterans Administration Hospital, Huntington, W. Va., May 9, 
aged 53. 


Gerard, Jules Henry, St. Louis; St. Louis University School of 
Medicine, 1919; died in the Alexian Brothers Hospital March 8, 
aged 61. 


Gills, William Lee ® West Hartford, Conn.; Johns Hopkins 
University School of Medicine, Baltimore, 1912; served on the 
staff of the Hartford (Conn.) Hospital; died May 27, aged 68, 
of coronary occlusion. 


Hamilton, William Lyndall © Santa Fe, N. M.; Hahnemann 
Medical College and Hospital of Philadelphia, 1903; died in 
California June 10, aged 73, of a heart attack. 


Harrison, Joseph H., Owensboro, Ky.; Barnes Medical College, 
St. Louis, 1898; past president of the Daviess County Medical 
Society; at one time secretary of the McLean County Medical 
Society; once Hancock County health officer; died in the Owens- 
boro-Daviess County Hospital May 17, aged 82, of coronary 
occlusion. 


Heed, Charles Rittenhouse, Haverford, Pa.; Jefferson Medical 
College of Philadelphia, 1903; clinical professor of ophthal- 


mology at Jefferson Medical College; member of the Ameri- _ 


can Academy of Ophthalmology and Otolaryngology and the 
American Ophthalmological Society; died in the Friends Hos- 
pital May 23, aged 74, of cerebral hemorrhage. 


Hefti, Karl Revett ® Evansville, Ind.; Northwestern University 
Medical School, Chicago, 1938; fellow of the American Col- 
lege of Surgeons; on the staffs of the Protestant Deaconess, 
St. Mary’s, and Welborn Memorial Baptist hospitals; died May 
28, aged 48, of acute bronchial asthma. 


Higgins, Joseph E., Oxnard, Calif.; John A. Creighton Medical 
College, Omaha, 1904; formerly practiced in Grand Island, Neb., 
where he was on the staff of St. Francis Hospital; died May 26, 
aged 75, of arteriosclerosis. 
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Hobson, John Peter ® Cambridge Springs, Pa.; University of 
Toronto Faculty of Medicine, Toronto, Canada, 1926; past 
president of the Crawford County Medical Society; served 
during World War II; affiliated with Meadville (Pa.) City 
Hospital, where he died April 9, aged 54, of coronary thrombosis. 








Holden, Nebuther, Boston; University of Vermont College of 
Medicine, Burlington, 1902; died May 17, aged 83. 






Hornig, George Ronald ® Glen Head, N. Y.; McGill University 
Faculty of Medicine, Montreal, Canada, 1938; served during 
World War II; affiliated with North Country Community 
Hospital in Meadowbrook; died June 2, aged 43, of carcinoma 
of the stomach with metastases. 










Houston, Henry, Chicago; Bennett Medical College, Chicago, 
1907; died in Grant Hospital June 13, aged 87. 






Houtz, S. Murray, Turbotville, Pa.; Bennett College of Eclectic 
Medicine and Surgery, Chicago, 1906; also a graduate in 
pharmacy; died May 17, aged 75. 






Howell, William Crawford © Colorado Springs, Colo.; Atlanta 
College of Physicians and Surgeons, 1908; died June 1, aged 66, 
of carcinoma of the pharynx. 







Hoylman, Marcus B., Naponee, Neb.; Lincoln Medical College 
of Cotner University, 1904; died in Brewster Hospital, Holdrege, 
May 16, aged 85, of coronary thrombosis. 







Hughes, Virgil P. Scoville ® Cullman, Ala.; Emory University 
School of Medicine, Atlanta, 1926; on the staff of the Cullman 
Hospital; died May 30, aged 55, of chronic nephritis. 







Ingham, George William, Olympia, Wash.; University of Michi- 
gan Department of Medicine and Surgery, Ann Arbor, 1890; 
served on the staff of St. Peter’s Hospital, where he died May 21, 
aged 86, of asphyxiation as the result of a fire that destroyed his 
home. 


Jackson, Edward Leroy ® Maywood, Ill.; Rush Medical Col- 
lege, Chicago, 1939; served during World War II; affiliated 
with West Suburban Hospital in Oak Park and Illinois Research 
Hospital in Chicago; found dead in River Forest June 14, 
aged 46. 

Lang, Shirley Charles © Evansville, Ind.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1905; affiliated with Protestant Deaconess Hospital, 
where he died May 10, aged 73, of myocardial decompensation 
due to coronary artery disease. 
















Laugel, Ambrose M., Breda, lowa; Vermont Medical College, 
Rutland, 1890; died in Atlantic (lowa) Memorial Hospital May 
23, aged 85. 

Lewis, Marvin Arthur ® New York; University of Illinois Col- 
lege of Medicine, Chicago, 1949; member of the Illinois State 
Medical Society; resident at the Presbyterian Hospital; died 
June 21, aged 27. 











Linde, Samuel Arthur ® Washington, D. C.; University of Mary- 
land School of Medicine and College of Physicians and Surgeons, 
Baltimore, 1925; died June 19, aged 51. 


Lucas, William Henry, New York City; Medical College of 
Ohio, Cincinnati, 1895; died in the Veterans Administration 
Hospital June 1, aged 84, of cancer of the throat. 











McAdams, James Carlin ® Fall River, Mass.; University of 
Pennsylvania School of Medicine, Philadelphia, 1926; certified 
by the National Board of Medical Examiners; specialist certified 
by the American Board of Internal Medicine; fellow of the 
American College of Physicians; vice-president of the New 
England Heart Association; member and past president of the 
staff of the Truesdale Hospital, where he died May 9, aged 54, 
of malignant hypertension. 


MacLean, Henry Stuart ® Richmond, Va.; Long Island College 
Hospital, Brooklyn, 1895; member of the Southern Surgical 
Association and Industrial Medical Association; fellow of the 
American College of Surgeons; on the staffs of the Grace and 
Medical College of Virginia hospitals; chief medical officer of 
the Virginia Electric and Power Company; died April 2, aged 
80, of cancer, 
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Mallory, Norman Anderson, Detroit; Detroit Homeopathic 
College, 1903; served on the staff of the Lincoln Hospital; died 
May 7, aged 76, of injuries received when he was struck by an 
automobile. 


Manning, William W., Idalou, Texas (licensed in Texas by 
years of practice); city health officer; died in West Texas 
Hospital, Lubbock, May 11, aged 77, of cancer of the liver. 


Mathews, Wilbur Curtiss © Kentland, Ind.; University of 
Louisville (Ky.) Medical Department, 1911 affiliated with St. 
Elizabeth Hospital in Lafayette and Iroquois Hospital in 
Watseka, IIl., where he died May 11, aged 68, of coronary 
occlusion. 


Miller, Percy E. © Tigrett, Tenn.; Memphis (Tenn.) Hospital 
Medical College, 1913; for many years chairman of the Dyer 
County Health Association; died in Baird-Brewer General 
Hospital in Dyersburg, May 9, aged 66. 


Moore, Charles Henson, Memphis, Tenn.; University of Tennes- 
see College of Medicine, Memphis, 1950; resident at the John 
Gaston Hospital; died May 16, aged 32, of an accidental gun- 
shot wound. 


Morgan, Joseph Schirmer, Crafton, Pa.; University of Pitts- 
burgh School of Medicine, 1910; served overseas during World 
War |; affiliated with the Passavant Hospital in Pittsburgh; died 
May 17, aged 70, of prostatic carcinoma. 


Myers, James Ezra, Waterloo, Iowa; Illinois Medical College, 
Chicago, 1907; died May 15, aged 69, of coronary occlusion. 


Newman, Robert H. ® Vinton, Va.; University College of 
Medicine, Richmond, 1910; member of the American Academy 
of General Practice; affiliated with the Lewis-Gale Hospital in 
Roanoke; died in Roanoke May 3, aged 68, of dissecting 
aneurysm. 


Pearcy, Charles Lewis © Salem, W. Va.; College of Physicians 
and Surgeons, Baltimore, 1907; served as a member of the 
board of education of Harrison County and as head of the 
West Virginia Industrial School for Girls at Industrial; died 
May 28, aged 71. 


Petersen, John Richard © Minneapolis; University of Minnesota 
College of Medicine and Surgery, Minneapolis, 1897; an 
Associate Fellow of*the American Medical Association; for 
35 years medical director of the Lutheran Brotherhood Insur- 
ance Company; died in the Fairview Hospital April 6, aged 81, 
of cerebral hemorrhage and left hemiplegia. 


Petraitis, Antanas Zigmas, Warm Springs, Mont.; University 
of Moscow Faculty of Medicine, Russia, 1917; served an 
internship and residency at St. James Hospital in Butte; affil- 
iated with the Montana State Hospital; died April 29, aged 59. 


Powell, Barton Jerome ® Grass Valley, Calif.; University of 
Illinois College of Medicine, Chicago, 1929; served during 
World War II; died May 6, aged 50, of coronary disease. 


Quinn, John Michael, Valley Stream, N. Y.; New York 
Homeopathic Medical College and Flower Hospital, New York, 
1920; formerly health officer of Valley Stream; affiliated with 
Mercy and South Nassau Communities hospitals in Rockville 
Centre, and the Meadowbrook Hospital in Hempstead, where 
he died- May 23, aged 61, of carcinoma of the lung and 
bronchopneumonia. 


Ross, Edward Julius, Chicago; Chicago College of Medicine 
and Surgery, 1913; died suddenly in June, aged 65. 


Russell, Henry Alexander, Jr. © Scooba, Miss.; Tulane Univer- 
sity of Louisiana School of Medicine, New Orleans, 1949; 
member of the Louisiana State Medical Society; died May 23, 
aged 31. 


Ryan, David Francis ® Katonah, N. Y.; Columbia University 
College of Physicians and Surgeons, New York City, 1940; 
served during World War II; on the staffs of the Grasslands 
Hospital in Valhalla and the Northern Westchester Hospital 
in Mount Kisco, where he died May 22, aged 39, of infectious 
hepatitis. 
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Schilling, Charles Edward, Houston, Texas; Western Reserve 
University Medical Department, Cleveland, 1892; at one time 
medical director of the Ohio State Life Insurance Company; 
died June 2, aged 85, of cerebral hemorrhage and chronic 
prostatitis. 


Seamans, John, Mansfield, Ark. (licensed in Arkansas in 1903); 
an honorary staff physician at Sparks’ Memorial Hospital in 
Fort Smith; also an ordained minister of the Church of Christ 
for 32 years; died May 26, aged 82, of coronary occlusion. 


Senteli, James Houston © New Hope, Ala.; University of 
Tennessee Medical Department, Nashville, 1904; served during 
World War I; died in Huntsville (Ala.) Hospital May 6, aged 75, 
following an operation for gastric ulcer and gallstones. 


Sherman, William O’Neill © Pittsburgh; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1901; formerly 
assistant professor of surgery at the University of Pittsburgh 
School of Medicine; fellow of the American College of Surgeons; 
formerly chief surgeon of the Carnegie-Illinois Steel Corpora- 
tion; consultant, St. Francis, Children’s, Western Pennsylvania, 
and Elizabeth Steel Magee hospitals; died June 20, aged 74. 


Sherrick, Earl Cleveland, Connellsville, Pa.; Jefferson Medical 
College of Philadelphia, 1908; specialist certified by the Ameri- 
can Board of Radiology; member of the Radiological Society of 
North America and the American College of Radiology; mem- 
ber of the board of health and its president for 20 years; for 
many years school physician with Connellsville public schools; 
affiliated with Connellsville State Hospital, where he died May 3, 
aged 69, of cerebral embolism. 


Slater, Ernest Frederick © Commander, U.S.N., retired, 
Orangeburg, S. C.; University Medical College of Kansas City, 
Mo., 1899; entered the U. S. Navy in 1919; retired July 1, 
1940; died April 27, aged 75, of heart disease. 


Smith, Jerome Hartzly © San Angelo, Texas; University of 
Nebraska College of Medicine, Omaha, 1928; specialist certi- 
fied by the American Board of Radiology; member of the 
Radiological Society of North America and the American 
College of Radiology; affiliated with St. John’s Hospital and 
the Shannon West Texas Memorial Hospital, where he died 
March 1, aged 65, of heart disease. 


Smith, Leslie Dutcher, Chicago; College of Medicine and Sur- 
gery (Physio-Medical), Chicago, 1904; died in the American 
Hospital June 20, aged 77, of coronary thrombosis. 


Smouse, William Oscar © Des Moines, Iowa; Drake University 
Medical Department, Des Moines, 1901; died in Iowa Lutheran 
Hospital May 21, aged 78, of generalized arteriosclerosis. 


Stellar, Robert Woodley ® Redondo Beach, Calif.; Harvard 
Medical School, Boston, 1923; fellow of the American College 
of Surgeons; for six years medical examiner for the California 
Industrial Accident Commission; died April 15, aged 58. 


Steurer, Charles Augustus, Great Neck, N. Y.; Long Island 
College Hospital, Brooklyn, 1910; deputy health commissioner, 
Nassau County Health Department in Mineola, in charge of 
medical rehabilitation; from 1916 to 1940 served at intervals 
as health officer of Old Westbury, North Hempstead, Kings 
Point, Port Washington, North, Thomaston, Roslyn Estates, and 
Baxter Estates; fellow of the American Public Health Associ- 
ation; died in Manhasset Medical Center, Manhasset, June 7, 
aged 71, of cerebral thrombosis. 


Stimson, Horace Pottle © Inglewood, Calif.; Harvard Medical 
School, Boston, 1922; fellow of the American College of Sur- 
geons; served during Worl?’ War II; at one time practiced in 
Chicago, where he was affiliated with St. Joseph, Chicago 
Memorial, and West Side hospitals, and was orthopedic con- 
sultant to the U. S. Marine Hospital; on the staffs of the Mission 
Hospital in Huntington Park, Calif., and St. Francis Hospital 
in Lynwood, where he died March 29, aged 56, of carcinoma 
of the pancreas. 


Stueck, Arthur Frederick ® Manitowoc, Wis.; Marquette Univer- 
sity School of Medicine, Milwaukee, 1914; member of the 
Radiological Society of North America and the Industrial _ 
Medical Association; served during World War I; formerly 
county coroner; died June 26, aged 64. 
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Swing, Frederick Peter ® Fort Lauderdale, Fla.; University og 
Cincinnati College of Medicine, 1934; member of the American 
Academy of General Practice; died May 3, aged 46, of coronary 
thrombosis. 


Taylor, Earl Stough @ Princeton, N. J.; Columbia University 
College of Physicians and Surgeons, New York, 1934; certifieg 
by the National Board of Medical Examiners; specialist certifieg 
by the American Board of Surgery; fellow of the American 
College of Surgeons; served during World War II; formerly 
on the faculty of his alma mater; affiliated with the Princeton 
Hospital, where he died May 24, aged 44, of carcinoma of the 
sigmoid colon with metastases to the brain and spinal cord. 


Terwilliger, William Gilbert ® New York City; McGill Univer. 
sity Faculty of Medicine, Montreal, Canada, 1929; certified by 
the National Board of Medical Examiners; for many year; 
medical director of the Grace Line; served during World War 
II; died May 24, aged 54, of a heart attack. 


Thauwald, Charles Casper, St. Paul; Minneapolis College of 
Physicians and Surgeons, medical department of Hamline 
University, 1906; died April 10, aged 72, of cerebral hemorrhage 
and coronary sclerosis. 


Thomas, John Calhoun @ Austin, Texas; University of Texas 
School of Medicine, Galveston, 1908; died May 17, aged 69. 


Thompson, Earle Xavier ® Piney Point, Md.; College of Physi- 
cians and Surgeons, Baltimore, 1912; died March 11, aged 62, 
of coronary occlusion and chronic encephalitis. 


Timmons, James D., Hanson, Ky.; University of Louisville 
Medical Department, 1896; died May 23, aged 89, as the result 
of a fall. 


Treat, Lillian A. ® Auburn, N. Y.; New York Medical College 
and Hospital for Women, Homeopathic, New York, 1916; died 
March 30, aged 75, of carcinoma of the rectum with metastasis, 


Treffinger, Cassius Martin, Eaton, Ohio; Eclectic Medical Col- 
lege, Cincinnati, 1917; recently appointed county coroner; 
served on the staff of Reid Memorial Hospital in Richmond, 
Ind., where he died May 24, aged 63, of myocardial infarction 
and arteriosclerotic heart disease. 


Troy, Gertrude, Oceanside, N. Y.; Friedrich-Wilhelms-Univer- 
sitat Medizin#Sche Fakultat, Berlin, Germany, 1927; died March 
19, aged 54, of carcinoma of the sigmoid with metastases to 
the liver and pelvic organs. 


Turman, Alexander Emmett ® Richmond, Va.; Medical College 
of Virginia, Richmond, 1893; member of the American Academy 
of General Practice, Richmond Academy of Medicine, Ameri- 
can Public Health Association, American Heart Association, 
Southern Medical Association, American Cancer Society, Worl¢ 
Medical Association, American Association for the Advance- 
ment of Science, and American Rheumatism Association; served 
at the State Penitentiary Farm for eight years as its first surgeon; 
died May 10, aged 85, of coronary occlusion. 


Wiley, Ralph Emerson ® Fontanelle, lowa; University of Michi- 
gan Medical School, Ann Arbor, 1911; died April 24, aged 71, 
of coronary disease. 


Williams, Allie Walter © Colonel, U. S. Army, retired, Braden- 
ton Beach, Fla.; Bellevue Hospital Medical College, New York, 
1896; veteran of the Spanish-American War and World War |; 
entered the Medical Corps of the U. S. Army in 1901 and 
retired Sept. 30, 1930; fellow of the American College of 
Surgeons; died March 4, aged 82. 


Wolman, Nicholas, Chicago; Chicago College of Medicine and 
Surgery, 1911; served during World War I; died June 11, aged 
78, of chronic myocarditis. 


Woodard, Paul Albert © Bryan, Texas; University of Texas 
School of Medicine, Galveston, 1925; formerly on the faculty 
of his alma mater; died March 16, aged 55, of acute coronary 
thrombosis. 


Yost, Jorier @ Fairmont, W. Va.; Eclectic Medical College, 
Cincinnati, 1918; past president of the Marion County Medical 
Society; on the staff of Fairmont General Hospital; died May 16, 
aged 59, of carcinoma of the pancreas. 
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FOREIGN LETTERS 


AUSTRIA 


Gastric Surgery.—At the meeting of the Society of Physicians 
of Vienna on April 22, Dr. R. Boller stated that it was proved 
statistically that more than 70% of the patients undergoing 
gastric operations were operated on on the basis of relative 
indications. Here, as in the case of other organs, it was demon- 
strated that only an absolute indication justiffes an operation, 
because, on the basis of the surgical statistics, 10% failures 
must be expected, and these patients will have to be supported 
at least partly by the general public. It is, therefore, advisable 
that an organ of vital importance that is still capable of 
functioning should be protected in some way against overly 
hasty surgical intervention that is brought on by the impatience 
of the suffering patient, by the failure of the conservative 
treatment, and by the hope that the patient may be relieved 
by the operation. There are means of evaluating the pros and 
cons of surgical intervention in patients in whom an operation 
is not a matter of life or death. A law might be passed requir- 
ing that the scientific societies formulate certain guiding 
principles that establish the indications for operation or that 
consultation by several physicians be required for a decision 
on an operation for which the indications are relative. Such 
a consulting team should include a surgeon, an internist, and 
a government medicolegal expert, because, while a successful 
operation concerns only the physician and his patient, a failure 
also concerns the general public. 


BELGIUM 


Electroencephalography and Legal Medicine.— The Belgian 
Society of Mental and Legal Medicine and Neurology devoted 
its April meeting to the medicolegal applications of electro- 
encephalography. Titeca stated that 10 to 15% of subjects 
thought to be normal have tracings showing anomalies. Tracings 
repeated at varying intervals are often informative. In addition 
to the technical difficulty in interpreting tracings, different 
criteria may be used in judging of minimal anomalies. It is 
unfortunate that ordinarily no tracing has been taken before 
an accident that is alleged to be the cause of a nervous dis- 
order. In this regard, systematic studies on boxers are of 
interest. The author concluded that electroencephalograms can 
be interpreted only when correlated with case histories and 
clinical findings. 

Piron and Meurice studied 100 delinquent soldiers. The 
number of abnormal tracings was greater in those patients who 
were shown by general examination to be irresponsible, but a 
greater than average number of abnormal tracings was also 
found among the completely responsible subjects in this series. 
The authors concluded that electroencephalography has no 
absolute value in differentiating responsible from irresponsible 
persons. The consensus of the symposium was that repeated 
examinations are necessary if the significance of certain 
anomalies is to be determined and errors in diagnosis and 
Prognosis avoided. 


Pollinosis in Belgium.—By using pollen charts established for 
the years 1949-1952 in Brussels, Liége, and Ostende, the results 
of scratch tests performed on 400 patients with pollinosis, and 
the results of specific treatment of 200 of the 400, Duchaine 
of Brussels reported in a recent issue of Bruxelles-médical that 
Most cases of pollinosis in Belgium are caused by grass pollens. 
A specific treatment, to be effective, must be directed against 
all allergens of whatever origin. Most Belgian patients with 
Pollinosis have a polysensitivity of which the chief cause aside 
from pollen is house dust or bedding lint. This sensitivity may 
be manifested during only the pollen season. All sensitivities 
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must be considered when planning individual treatment a few 
weeks before the season starts. Patients with severe pollinosis 
will benefit from a stay at the seashore during the last weeks 
of May and the month of June. If this brings no relief, sensi- 
tivity to mold or, less often, sensitivity to the bedding in the 
new residence must be considered. Most patients with pollinosis 


‘can be successfully desensitized, if the treatment is continued 


for several years and a dosage reached that is sufficient to 
neutralize the symptoms, even during “pollen storms.” Extracts 
of two to four pollens are sufficient to desensitize 90% of 
patients. These pollens include those of grasses such as Dactylis 
glomerata, Phleum pratense, Agrostis alba, and Secale cereale. 
Other pollens are used only exceptionally. 


Goiter in the Congo.—At the January meeting of the Belgian 
Society of Tropical Medicine, De Smet of the Belgian Congo 
reported that 86% of his patients with goiter came from the 
right bank of the Congo river and only 14% from the left 
bank. He attributed this difference to differences in soil com- 
position, because the customs and dietary habits of tribes living 
within a 100 km. radius of Yangambi vary little except in the 
case of the river dwellers who eat a lot of fish and have no 
goiter. Dr. De Smet concluded that the development of goiter 
is connected with a primary or secondary iodine deficiency 
and with consanguinity and that endemic goiter of exogenous 
origin is due to an iodine deficiency of the thyroid gland 
aggravated by certain goitrogenic substances that block the 
fixation of iodine on the tyrosine normally found in foods. 
Beside receiving an insufficient amount of iodine daily, the 
patient ingests a certain quantity of “blocking bodies,” which 
are quite plentiful in cassava and which provoke an elimination 


rather than an assimilation of iodine. 


BRAZIL 


Congress of the International College of Surgeons.—The ninth 
congress of the International College of Surgeons, held in Sao 
Paulo, April 26 to May 2, coincided with the celebration of 
Sao Paulo’s fourth centennial. The planning and management 
were in the hands of Prof. Carlos Gama, member of the Inter- 
national Board of Trustees and now president of the Brazilian 
section of the college. Surgeons from 29 nations participated. 


One full day was devoted to the subject of socialized medi- 
cine. Interest was lively and became increasingly so as speaker 
after speaker analyzed and commented on this system and its 
proved results, most of which have been disastrous. Dr. Edward 
J. McCormick, then President of the American Medical Asso- 
ciation, condemned it root and branch, likening it to a malig- 
nant growth on the body politic. “Socialization is like cancer,” 
he said. “Whether it begins in medicine or elsewhere, it even- 
tually overcomes all other fields of enterprise.” In rapid succes- 
sion he cited the results of government-controlled medical care 
in Britain, Russia, Japan, France, and other nations, proving 
statistically that no real economy is achieved and that the quality 
of the service necessarily deteriorates. “The sound practice of 
medicine becomes almost impossible. The physician loses his 
basic right of building and disposing of his own practice, and 
the patient loses his right to dependable medical care. . . . From 
time immemorial, socialization has been used as a device to 
secure complete subjugation of the people.” 

No less emphatic in his rejection of socialized medicine was 
Dr. David B. Allman, member of the Board of Trustees of the 
American Medical Association, who referred to the system as 
an economic and social delusion. Can good medical care be 
provided at little or no cost to the average patient? “By no 
means,” said Dr. Allman. “The patient becomes merely another 
unit in a machine-like system that destroys the all-important 
personal relation between patient and physician.” On the phy- 
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sician’s side, “emphasis shifts from the diagnosis and treatment 
of sick persons to the handling of large numbers of ‘cases’-— 
at a high and, constantly increasing cost to all taxpayers.” 

Dr. Roelef Ruding of the Netherlands spoke feelingly of the 
steady and ominous encroachment of government control in his 
country as a result of the partial socialization of medical care. 
Dr. Pierre Lachapelle of Bordeaux, like Dr. McCormick, em- 
phasized the evils of the Soviet medical regime, describing the 
system now operative in France as a compromise that endeavors 
to retain as much freedom as possible for the individual phy- 
sician. Dr. Maurice Dorbes of Morocco discussed the colonial 
aspects of the French system, saying that without some degree 
of socialization the people of Morocco would have no medical 
care at all. Dr. Fernando Ascencio of Puerto Rico, pointing 
out that 70% of his countrymen are indigent, nevertheless de- 
scribed a number of political abuses that have arisen from 
the attempt to establish complete socialization of medicine in 
Puerto Rico. Dr. Antonio Ferreira Cesarino of Brazil explained 
the system of partial socialization maintained in Brazil and indi- 
cated certain basic principles that should be followed under any 
system. Dr. Morris Fishbein upheld these principles and em- 
phasized the necessity of complete freedom for hospitals. He 
pointed out that Russia, which has total government control 
of medicine, has produced no significant contributions to medi- 
cal progress since the system went into effect. 

Though earnest, the expressions of opinion on this contro- 
versial subject were not acrimonious. The consensus was that 
government control of medicine and medical care is a thing to 
be avoided at all costs, wherever possible, and that in nations 
where it already exists or seems inevitable some fundamental 
principles of freedom should be insisted on. A resolution, pre- 
pared and presented to the house of delegates of the Inter- 
national College of Surgeons by Dr. Fishbein, was unanimously 
adopted. 

The scientific sessions that followed were both comprehensive 
and stimulating and dealt with urology, proctology, plastic sur- 
gery, ophthalmology, neurosurgery, cardiovascular surgery; 
otolaryngology, gynecology, obstetrics, pediatric surgery, trau-* 
matic surgery, orthopedics, and the use of antibiotics. 

Among the participants from the United States, in addition 
to those already mentioned, were Dr. Curtice Rosser, of Dallas, 
Texas; Drs. James W. Watts and Wolfgang W. Klemperer of 
Washington, D. C.; Drs. E. L. Compere, Raymond W. McNealy, 
Augustus Daro, and Fremont Chandler of Chicago; Drs. Moses 
Behrend, Charles P. Bailey, and Harry E. Bacon of Philadelphia; 
Dr. Henry Meyerding of Rochester, Minn.; Dr. Arnold S. Jack- 
son of Madison, Wis.; Dr. Otis R. Wolfe of Marshalltown, 
Iowa; Dr. Park Niceley of Knoxville, Tenn.; Dr. Harvey E. 
Billig Jr. and Dr. J. James Duffy of Los Angeles; Dr. S. H. 
Babington of Berkeley, Calif.; Dr. Carl Hutchinson of Seattle; 
Dr. Frederick B. Campbell of Kansas Ciy, Mo.; Dr. M. Leopold 
Brodny of Boston; Dr. Vincent P. Mazzola of Brooklyn, N. Y.; 
Dr. Wayne M. Silbernagel of Columbus, Ohio; Dr. Michael 
O’Heeron of Houston, Texas; Dr. Arthur Neal Owens of New 
Orleans; Dr. Eugene S. Jewett of Orlando, Fla.; and Drs. Aaron 
Gorelik, Arthur Dallos, and James F. Connell Jr. of New York. 
Dr. Ralph B. Cloward was present from Hawaii and Drs. S. S. 
Peikoff and E. N. C. McAmmond from Canada. Eminent 
speakers from Brazil included Drs. Rodolpho de Freitas, Virgilio 
Carvalho Pinto, Jose Maria Cabelo Campos, Romero Marques, 
and the late Oscar Cintro Gordinho. Mr. Desmond K. Mul- 
vaney was present from Britain; Drs. A. Puigvert, Alfonso de 
la Pena, and Alfonso de la Fuente from Spain; Dr. A. Nicolet 
from Switzerland; Drs. Lucien Leger and G. Roux from 
France; Dr. Pieter Leguit from the Netherlands; Dr. Francisco 
Grana from Peru; Dr. Carl Wegelius from Sweden, and Dr. 
Luis A. Passalacqua from Puerto Rico. Among the speakers 
from Argentina were Drs. Jorge Taiana, C. A. de Pierres, Raul 
Matera, Victorino DoAloto, and Julio Biastrocchi. Lack of space 
prohibits the listing of many who deserve the utmost appreci- 
ation for their outstanding presentations. 

At the official meeting of the house of delegates, a formal 
resolution was passed in approbation and support of President 
Eisenhower’s policy with regard to atomic energy. The report 
of Dr. Max Thorek included an account of progress in estab- 
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lishing the International Surgeons’ Hall of Fame, to be houseg 
in the recently acquired building adjoining the college home a 
1516 Lake Shore Drive in Chicago. Murals depicting the his. 
tory of surgery are now in preparation by Count Gregorio Caly; 
de Bergolo, noted Italian artist. In addition to the Hall of 
Fame proper, there will be a surgical museum to which all mem. 
ber nations have been asked to contribute. The response to this 
invitation has been excellent. There will also be a manuscript 
room, to which the secretary-general will present his entire co. 
lection of medical manuscripts, acquired over a period of 4 
years, and a Hall of Immortals beginning with Imhotep and 
ending with Madame Curie. The report also mentioned a series 
of postgraduate courses and seminars sponsored by the college 
in affiliation with the American Medical Society of Vienna, 
Other postgraduate courses will be given by the sections jp 
Argentina, Brazil, France, Germany, Italy, and the United States. 
The work of the women’s auxiliary under the presidency of Mrs. 
Walter Burket was also mentioned. 


ENGLAND 


The General Medical Services Committee.—Nearly 300 items 
and problems are the subject of comments or recommendations 
in the 1953 report of the General Medical Services Committee 
of the British Medical Association. One of these is the problem 
of the establishment of hospital officers and the question of 
senior hospital staffing generally. The Ministry of Health has 
made it quite clear that there will be no increase in the number 
of consultant posts, and over the next 10 years there would in- 
evitably be numbers of registrars and senior registrars unable to 
achieve consultant appointments. In consequence, fewer practi- 
tioners would be prepared to extend their hospital appointments, 
and this, in time, would necessitate their absorption, as well as 
that of redundant registrars, into other branches of the profes- 
sion. Affecting this is the probability that the colonial service 
is likely to decline because of the move toward self-government 
in the colonies that are at present manned by British physicians. 
Another problem is the junior staffing of hospitals. The Minis- 
try of Health believes that the present shortage could be met 
only by the complete restratification of hospital staffs generally 
and by a wider employment of general practitioners in hospitals. 

Chlortetracycline (Aureomycin) is still available to patients 
only through the hospital service, and the committee has asked 
the ministry whether it might not be made more freely available 
to general practitioners. The difficulty is that the supply of the 
drug is still limited in England. 

Following the minister’s speech to the annual conference last 
year, early discussions took place with the ministry on ways 
and means of securing further economies in prescribing costs. 
The following steps have been taken or are contemplated: 
1. The cooperation of deans of medical schools, vice-chancellors 
of universities, and the members of other examining bodies is 
being sought on the problem of training the potential physician 
in economical prescribing, particularly during the preregistration 
house appointment period. 2. The issue of “Prescribers’ Notes” 
is being extended to all professors of pharmacology and thera- 
peutics. It is already being distributed to hospital medical staffs, 
and the introduction of notes of special interest to consultants 
is also envisaged. 3. Price lists showing the cost of preparations 
that appear in the National Formulary and the price of anal- 
ogous proprietary preparations of equivalent therapeutic value 
have been circulated to all general practitioners, and it is hoped 
that by this method the practitioners will more readily apprec'- 
ate the cost of some of the items that they prescribe. 4. The com- 
mittee believes that the names of the preparations in the Na 
tional Formulary should be simplified. 5. The committee has 
been urging the immediate introduction of stock orders for 
physicians’ offices, which they are convinced would result 
a substantial and early saving. The ministry holds the samé¢ 
view, but unfortunately the cooperation of the pharmacists 
cannot at present be obtained. 


Mass Miniature Roentgenography.—A joint meeting of the 
North Western and Midland Tuberculosis societies was held at 
the Cheshire Joint Sanatorium, Market Drayton, in May, ' 
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discuss mass radiography. The discussion centered around who 
should be examined by this method. Dr. E. Snell considered 
that mass miniature radiography had a place in the diagnosis 
of tuberculosis, the only reasonable argument against its wide- 
spread use being financial. He said that in 1953 nearly one-third 
of the new cases of tuberculosis in Liverpool were picked up by 
this means. Apart from the number of cases found, they are dis- 
covered at a time when they are more amenable to treatment. 
In Dr. Snell’s view, the units should be operated from chest 
clinics for selected persons. 

Dr. George Luntz said that only 18% of all patients with 
respiratory tuberculosis were discovered by mass miniature 
radiography. As the units available permitted less than 10% 
of the population to be examined yearly, it was important to 
decide who should be examined. Radiography of selected groups 
was likely to yield more cases than the indiscriminate examina- 
tion of everyone in the country. Used indiscriminately, it might 
cost up to $1,800 a case. Ideally suspects should be examined 
annually, but this is impossible. Although originally designed 
for the detection of tuberculosis, mass radiography detected 
many nontuberculous abnormalities of the heart and lungs. 
With the rising mortality from carcinoma of the lung, it might 
be profitably used in screening those in the older age groups. 

Dr. Stalker considered that in industry repeated protective 
surveys were of doubtful value. In fact, all routine surveys 
were of doubtful use, except in mental hospitals or in groups 
in which active cases had been discovered. Mass radiography 
should be mobile and should be applied to young persons as 
individual members of the public rather than as large groups 
of industrial workers. He proposed that two or more regional 
boards should combine for large surveys on the American plan. 
There was a case to be made for combining mass miniature 
radiography with BCG injections in subjects 15 to 25 years 
of age. Dr. L. A. McDowell said that discovery of the chronic 
infective Cases was important. These patients usually had 
symptoms and should be sent by the general practitioner to the 
radiography unit. He suggested withdrawing the units from in- 
dustrial surveys and concentrating on patients with chest and 
other symptoms and on young patients in their teens. Another 
speaker said that it would be cheaper to find patients with active 
tuberculosis by examining sputum specimens. Dr. W. Griffel 
thought that mass radiography was bringing to light too many 
patients who could not be immediately treated. Sometimes there 
was a long delay between radiological diagnosis and treatment. 


New Zealand.—The health services, particularly as they affect 
hospitals are likely to undergo great changes if the advice of 
the Consultative Committee on Hospital Reform is followed. 
Hitherto, hospitals have been largely financed by voluntary 
contributions and locally imposed rates. The report states that 
from 1957 onward the state will be entirely responsible for 
financing the service. The recommended changes include the 
reversal of the present policy of placing the responsibility of 
providing hospital services primarily on local boards. It is sug- 
gested that five regional boards, under the direction of the 
Minister of Health, be set up to coordinate and control the 
activities of the hospital boards in their particular regions and 
that the Minister of Health should appoint the members of the 
regional authorities. Other recommendations are the contrac- 
tion of the dominion’s present hospital boards by amalgamation 
from 37 to 23; the immediate appointment of a special investi- 
gator to report on hospital financing to overcome “serious de- 
fects” in the present system of hospital board finance; the re- 
placement by a commission, for up to three years, of boards 
that exceed their approved estimate plus additional sums al- 
lowed them for emergencies; and payment of increased subsidies 
{0 private hospitals without applying a means test to either 
hospital or patient. 

Commenting that there is little that a hospital board can do 
or spend without the sanction in some form of the Minister of 
Health, the report says that the frustration and confusion re- 
sulting from the present system could be obviated if the initial 
tesponsibility and authority rested with the minister instead of 
with the board. This would leave the boards to carry out their 
lask in accordance with a policy already determined from time 
'0 time by the minister. 
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Health Centers.—A debate took place in the House of Lords 
on April 7 on a resolution laying the blame for many of the 
failures in the welfare and health services on imperfect co- 
ordination between the various authorities concerned and de- 
claring that greater local discretion, financial and administrative, 
would result in better service at less cost. Lord Beveridge, the 
Liberal peer, deplored the failure to establish health centers, 
only a very few having been launched since the service started 
nearly six years ago. The institution of health centers was pro- 
posed long before 1946 in an interim report of the British 
Medical Association Planning Commission, which set out a 
detailed scheme. Lord Beveridge contended that health, and 
the proper provision for it, would soon become even more im- 
portant than the building of new houses. For the government, 
Lord Mancroft was prepared to accept the spirit of the motion, 
but not the letter. He said that cooperation eventually rested 
on human relationships and personalities rather than on drastic 
reorganizations. Health centers are expensive to build and had 
not been as popular either with patients or with physicians as 
had been expected. An alternative was the establishment of 
group practices, and this development was supported by the 
Minister of Health who offered encouragement by interest-free 
loans to physicians to acquire or convert buildings to establish 
a group practice. 


The Guillebaud Committee.—The Guillebaud Committee is en- 
gaged in such fact finding as might assist the Ministry of Health 
to alter the National Health Service so as to get more effective 
service for less money. Representatives of various bodies have 
been expressing their opinions before the committee. The Medi- 
cal Practitioners Union believes that a fully efficient service will 
be developed only when there is complete administrative inte- 
gration of the three branches of the service at a regional level. 
It believes that, in comparison with health expenditure in other 
countries and with our own prewar expenditure, the present 
costs of the service are not excessive. Some redistribution among 
general practices is now taking place, with the effect that some 
of the higher figures are being reduced. The union thinks it is 
possible for a physician to give good service to 2,400 patients, 
but it looks forward to a gradual increase in the number of 
general practitioners so that the average list will include 2,000 
or less patients. It recommends that 3,000 or less should be 
made the maximum. It regards the practitioner who works alone 
aS an uneconomical unit. He cannot afford to employ adequate 
ancillary help; this would be available in group practices or 
health centers. It repeats its advocacy of the policy that physi- 
cians should be repaid for practice expenses, apart from their 
remuneration, on the ground that this system would encourage 
expenditures that increase efficiency. 


Neglect of Hygienic Precautions by Tuberculous Patient.—De- 
liberate failure of a husband suffering from tuberculosis to take 
precautions recommended for the protection of his family was 
held by the Divorce Divisional Court on May 3 to constitute 
cruelty toward his wife. A magistrate had already found the 
patient guilty of persistent cruelty, and his appeal against this 
was dismissed. The patient, who was found to have tuberculosis 
in 1951, was informed that his disease was active and infectious, 
and he was told to take the necessary precautions against the 
spread of infection to the family, namely, the use of a separate 
bedroom, linen and crockery, and the disposal of infected 
sputum. This the patient failed to do, in spite of protestations 
from his wife. Two of the three children of the patient became 
infected, although whether from the patient was difficult to 
prove. Lord Merriman, giving judgment, said that the husband 
knew that his acts endangered the health of his wife and family 
and that his deliberate failure to take the necessary hygienic 
precautions was an act of persistent cruelty, which in English 
law was grounds for a divorce. The magistrate’s decision was 
upheld and a divorce granted. 


Fight Against Rheumatism.—At a luncheon of the British 
Rheumatism Association held in London on June 10, 1954, Sir 
Hugh Griffiths spoke of the need for providing more specialists 
in the diagnosis and treatment of rheumatism throughout the 
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country. There are 3 million rheumatic patients in Britain, and, 
although the services of specialists in this disease are adequate 
in London and the larger cities, outlying districts still lack the 
necessary facilities. The National Health Service must remedy 
this. Extensive laboratory and roentgenologic examinations are 
often necessary not only for diagnosis, but also for assessment 
of the progress during treatment. More specialists trained in the 
diagnosis and treatment of rheumatism are needed not only to 
deal with advanced cases but also to treat very early ones. 
Patient, general practitioner, and employer, tend to neglect rheu- 
matism in its early stages. The aim should be to start treatment 
early and not late. Another speaker, representing the engineer- 
ing industry, said that rheumatism was one of the biggest causes 
of absenteeism in industry. 


Isoniazid and Weight Gain.—One of the principal effects re- 
ported in the treatment of patients with pulmonary tuberculosis 
with isoniazid has been the remarkable gain in weight. This has 
been so marked as to lead to a suspicion that a nonspecific effect 
on metabolism was involved as well as an antituberculous action. 
To test this, Mudie and co-workers of Edinburgh (Brit. Med. J. 
1:1304, 1954) gave the drug to volunteers who did not have 
tuberculosis and who had a normal roentgenogram of the chest 
at the beginning of the trial. They were divided at random into 
a group treated with isoniazid and a control group. The average 
weekly gain in weight for eight weeks in the treated group was 
similar to that of the group receiving inert capsules and less than 
that of a similar group treated for 10 weeks with capsules of 
lactose. There is no evidence to suggest that isoniazid given to 
tuberculosis patients has an effect on weight gain other than 
through its effect on the disease. 


Treatment of Thyrotoxicosis—Morgans and Trotter (Lancet 
1:749, 1954) have confirmed the observation of Godley and 
Stanbury (J. Clin. Endocrinol. 14:70, 1954) that potassium 
perchlorate inhibits thyroid function. They gave 108 patients 
suffering from thyrotoxicosis from 100 to 400 mg. of potassium 
perchlorate daily. Clinical improvement was noted in all the 
patients who had not received antithyroid drugs previously. 
Weight increased, pulse rate fell, and plasma cholesterol levels 
rose to normal levels. The uptake of radioiodine returned to 
normal values in those patients tested. The rate of response was 
generally found to be slower than with methyl thiouracil. Only 
three of the patients failed to respond. Morgans and Trotter 
state that potassium perchlorate cannot be given in combination 
with iodides for preoperative preparation. It does not act like 
thiouracil, which prevents the synthesis of thyroglobulin, but 
prevents the thyroid from concentrating iodide. 


Average Cost of Prescriptions.—It was quoted in Parliament 
that the cost of each prescription in the latter half of 1950 was 
about 45.5 cents, but that during 1952 and 1953 it fluctuated 
round 58 cents, though latterly the cost appears to be falling 
slightly, possibly because of the drive recommending the use of 
alternative, less expensive medicaments. A survey is to be made 
of the ambulance service, the cost of which is also steadily 
rising. 


FRANCE 


Diagnosis of Poliomyelitis—Weller and Robbins’ method for 
diagnosing poliomyelitis has the disadvantages that it is carried 
out in two stages, requires 10 to 15 days for the result, and 
requires special equipment. Barski and Lepine have devised a 
micromethod of diagnosis that is simple, quick, and reliable 
and that may be used on a large scale. In this method, a culture 
of the musculosubcutaneous tissue of a deceased premature 
newborn in a special medium called M.27 and the following 
types of virus, Mahoney, MEFI, and Sankett, are used. Instead 
of culture tubes, plastic plates made of Araldite B, a poly- 
merized ethyoxylic resin, a substance without any toxic effects 
on living cells, are used. The plates contain rows of depressions, 
each depression being used for a single test unit. Because the 
plates are translucent, the state of the culture can be seen 
microscopically at any moment. A drop of the tissue culture 
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is put in contact with the patient’s serum and the suspension 
of the virus. The plates are hermetically sealed, incubated at 
37 C (98.6 F) for 48 hours, then read. In the depressions, 
where the virus had not been neutralized, signs of its pathogenic 
action are seen, while in the control depressions the cells 
remain in good condition. In their report to the French Society 
of Microbiology in April, the authors stressed that cells adapted 
to life in vitro present remarkable characteristics, such as 
rapidity of growth and higher sensitivity to the pathogenic 
action of the virus than fresh renal tissue. On the other hand 
the cellular “Hela” strain isolated from human carcinoma is 
1951 by Gay and since then cultivated in vitro is very sensitive 
to poliomyelitis virus. Of the serum of 120 patients in whom 
the antibodies against a certain type of virus were present, no 
pathogenic effects on the tissue cells were observed despite the 
high concentration of virus in the test. The authors have com- 
pared their method with the roller-tube method of Weller and 
Robbins carried out in 72 human serums. Identical results were 
obtained. 


Death from Sternal Puncture.—In the world medical literature, 
only eight deaths following sternal puncture have been reported, 
Prof. F. G. Marill of Algeria reported a ninth to the Medical 
Society of Paris Hospitals in March. The patient was a 5-year- 
old child with pronounced splenomegaly, slight hepatomegaly, 
massive erythrocytic disorder, and a tentative diagnosis of 
visceral leishmaniasis. A puncture of the spleen and of the 
sternum revealed the presence of leishmania in large numbers. 
During this sternal puncture, the trocar pierced the sternum 
at the level of the second intercostal space 0.5 cm. to the left 
of the midline. A flow of black blood surged into the syringe 
and the operator withdrew the needle at once, but 40 seconds 
later the patient was dead. The autopsy performed five hours 
later showed that the anterior layer of the pericardium was 
tightly applied against the sterum. The pericardial cavity con- 
tained 220 cc. of liquid and a coagulated mass weighing 80 gm. 
The myocardium was normal. In this case, rupture of the 
pericardium with hemorrhage brought about death from shock 
and peripheral circulatory collapse. The author advises that, 
in young children, the marrow should be obtained from another 
bone than the sternum and in adults the trocar should be 
inserted into the manubrium sterni. 


Marchiafava-Micheli Syndrome.—This syndrome is character- 
ized by hemolytic anemia producing icterus, hemoglobinuria 
(mostly nocturnal), and hemosiderinuria. It is considered to be 
an anaphylactic process leading to a sensitization of the erythro- 
cytes by a substance in the patient’s plasma. At a meeting of 
the Medical Society of Paris Hospitals, P. E. Martin and his 
co-workers reported on a 36-year-old patient with this syn- 
drome. The patient’s erythrocyte count was 1,450,000 and his 
general condition was poor. No treatment helped this patient 
until he was given 100 mg. of corticotropin (ACTH) per day, 
then prompt improvement was noted. After 18 days of treat- 
ment, the attacks of hemoglobinuria completely disappeared, 
and after 25 days the erythrocyte count was 4,080,000. The 
treatment with corticotropin caused slight edema of the face 
despite a salt-poor diet. The mechanism of this syndrome 
remains unknown. While receiving maintenance doses of the 
drug, the patient has been in clinical and hematological 
remission for 18 months. 


Periodic Disease—At a meeting of the Medical Society of 
Paris Hospitals in February, E. Benhamou and co-workers 
reported 24 new cases of “periodic disease,” a new disease 
described by Mamou and Cattan. There are two biological 
tests of this disease: (1) the Coombs’ reaction, which is direct 
in some of these patients but indirect in most, and (2) the 
electrophoretic pattern, which shows an elevation of the gamma 
globulin. The glucogram shows an increase in the alpha | and 2 
fractions. The sedimentation rate is accelerated during the 
attack. The authors recommend giving the patient 100 mg. of 
cortisone and corticotropin (ACTH) daily at the beginning 
of the attack and increasing the dose to 200 or 300 mg. daily. 
This treatment is given 10 days a month and completely changes 
the course of the disease. 
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CORRESPONDENCE 


APOPLEXY 

To the Editor:—The editorial in the June 5, 1954, issue of THE 
JouRNAL, page 578, discussing the mechanism of apoplexy 
brings up some interesting questions. I have observed a remark- 
able lengthening and tortuosity of the cerebral arteries in older 
persons. Sometimes a perfect tangle of vessels is encountered 
in the Sylvian fissure. It has occurred to me that under certain 
conditions, perhaps of altered blood pressure, a kinking or 
pinching of the hardened vessels might occur and result in 
iemporary interference with circulation and even in softening. 
How frequently this occurs is impossible to say, but it might 
be an occasional factor in either temporary or permanent paraly- 
sis. The phenomenon of improvement in cerebral symptoms has 
been much debated, but in major part it is probably due to the 
subsidence of edema. I have been able to demonstrate (J. Nerv. 
& Ment. Dis. 99:172-178 [Feb.] 1944) that a tissue change sur- 
rounds vascular lesions for great distances, sometimes almost 
as far as across the breadth of the hemisphere. This change, 
invisible microscopically, is probably due to a specialized form 
of edema and its residual effects. The absorption of the edema 
would result in an improvement in symptoms, sometimes to the 
point of practical recovery. This edema is a major factor in the 
understanding of lesion-symptom relationship, which is often 
obscure but has been much neglected. 


LELAND B. ALForD, M.D. 
University Club Bldg. 
St. Louis 3. 


§JOGREN’S SYNDROME 


To the Editor:—The article by Kenny and Long (J. A. M. A. 
155:435 [May 29] 1954) raises some interesting points that I 
would like to comment on. The authors say that Sjégren’s syn- 
drome is manifested by dryness of the mouth and conjunctival 
sac that is caused by failure of the salivary and lacrimal glands 
to maintain adequate secretion. Since the original description, 
ithas been noted also that dryness of the mucous membranes 
of the nose and pharynx and dryness and atrophy of the mucosa 
of the vagina are so frequently associated with this condition 
that they should be counted as part of the syndrome. It occurs 
most frequently in women past the menopause. The authors 
suggest that the pathological changes seen in the syndrome are 
related to degenerative changes that occur in tissues of ecto- 
dermal origin in the process of aging. 

These same symptoms are found in hypothyroidism. For 
clarity, the ectodermal tissue derivatives of the epidermis and 
its epithelial derivatives are (a) hair shaft, (b) nails, (c) sweat, 
sebaceous, and mammary glands, (d) epithelium of mucous 
membranes and their glands in the vestibule and anterior portion 
of the mouth, including the salivary glands, (e) epithelium of 
nares, (f) epithelium of rectum as far as the bend in the rectum 
(linea sinuosa ani), (g) dental enamel, (h) nervous neuroglia and 
chromaffin cells of nervous system—all types of nerve cells, 
nerve fibers, and glia cells, (i) epithelium of smell and hearing 
apparatus, the organ of sight, and a portion of the eye (the 
lapetum nigrum, the lens, the vitreous humor, and muscles of 
the iris), (j) epithelium of fetal coverings, the amnion and 
chorion, and (Kk) the pituitary gland (both anterior and posterior 
lobes). The following numbered statements were made in my 
monograph (Endocrinology as Related to Embryology, Detroit, 
Madison Printing Co., 1950). It is known that the thyroid in- 
fluences these ectodermal structures. Congenital lack of thyroid 
results in poor development of these tissues. Pertinent to the 
Present syndrome are the symptoms found in congenital hypo- 
thyroidism. 1, The sebaceous and sudorific glands are smaller 
than normal, and in some cases the sweat glands fail to develop. 
Sudorifics fail to induce perspiration. 2. The mucous membrane 
of the mouth is dry and thick. The palatine mucous membrane 
Is, pleated into rugae. The mucous membrane may be swollen. 
Burning and dryness of the lips and mouth are complained of 
by adults with hypothyroidism and is especially frequent in 


women at the menopause. Older individuals suffering from 
hypothyroidism find the dryness of the mouth annoying and 
have difficulty with their dentures.” 3. The salivary gland de- 
velopment is markedly retarded in congenital athyreosis. Swell- 
ing of the parotid, submaxillary, and sublingual glands is 
common in simple goiter. This relationship is not sufficiently 
stressed, although it is commonly recognized that iodine pro- 
duces salivation in some persons. 4. Chronic hypertrophic 
rhinitis of the epithelium of the nares is frequent. I called 
attention to rhinitis of hypothyroidism and the frequent incidence 
of colds in hypothyroid children. Ulceration of the nasal epithe- 
lium may be present. 5. The epithelium of the rectum, the vaginal 
vestibule, and the urethral cavernosa of the male. These struc- 
tures are retarded in their development and are similar in this 
respect to the oral and nasal epithelium. The vagina lacks the 
normal secretion so that dryness of this mucous membrane may 
result in ulceration and irritation. In the male, there is edematous 
swelling of the urethra, and this finding may be of diagnostic 
importance. 6. The tapetum nigrum, the lens, vitreous humor, 
muscles of the iris, epithelium of the cornea, and conjunctivas 
are ectodermal in origin. The retina is smaller than normal. 
Cataract is common. Corneal opacity is frequent, as kerato- 
conjunctivitis. Corneal opacity may follow radical thyroidec- 
tomy. 

These are but a few ectodermal tissues involved in hypo- 
thyroidism, and they may explain the symptoms of Sjégren’s 
syndrome. Much of this was covered in my article “Hypo- 
thyroidism” (Clinics 2:423 [Aug.| 1943). The fact that Kenny 
and Long’s patient had an enlargement of the right lobe of the 
thyroid and a -15% basal metabolic rate is suggestive of hypo- 
thyroidism. The variation in ectodermal tissue involvement is 
probably due to congenital constitutional inheritance factors 
with differences in target tissue response of thyroid secretion. 
The suggestion of Kenny and Long that the pathological changes 
seen in Sjégren’s syndrome are related to the degenerative 
changes that occur in tissues of ectodermal origin in the process 
of aging is supported by these thyroid-ectodermal tissue relation- 


ships. RoBert C. MOoEHLIG, M.D. 


964 Fisher Bldg. 
Detroit 2. 


GENITAL WARTS 


To the Editor:—That the lesions in those 89 persons reported 
by Barret, Silbar, and McGinley (J. A. M. A. 154:333 [Jan. 23] 
1954) “should be classified as venereal warts simply because 
they were consequences of sexual intercourse” (Squires: J. A. 
M. A. 155:511 [May 29] 1954) is perfectly agreeable, but this is 
true only in those 89 persons, certainly not in the hundreds of 
others who show condylomata acuminata without marital or 
extramarital intercourse. Suppose those 89 persons had con- 
tracted in the same way herpes progenitalis, molluscum con- 
tagiosum, scabies, crabs, or the common cold, would one write 
“venereal scabies?” I am not concerned with the psychic wound 
suffered by the soldiers (although I am greatly concerned for 
their apparently innocent wives), but I, and “my supporters,” 
most strenuously object to the term “venereal” applied to all 
acuminated condylomas that happen to be located on the genitals. 
I would also object to the use of the same term applied to 
lesions located in the mouth. Would it be fair, to the apparently 
respectable person who claims no marital or extramarital inter- 
course and whose wife or husband has no condylomas, to tell 
him or her that he has a “venereal” disease?—a disease con- 
tracted in “venery?” 

Huge condylomata acuminata are seen frequently in pregnant 
women at term (caused, in my and “my supporters’” opinion, 
by the moisture and heat of the genitals), while the husbands 
have no warts and extramarital intercourse cannot be proved. 
Is it proper, because the same warts are contracted by the 
soldiers extramaritally, that the pregnant woman be condemned 
to have “venereal” forever on her hospital record? Everybody 
has seen acuminated condylomas in unclean, uncircumcised 
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elderly men (I do not recall seeing them in a circumcised man), 
in babies, and in young girls with leukorrhea. Is it fair to write 
in a hospital or insurance record that the diagnosis is “venereal 
warts?” 
Concerning the etiology, I do not believe there is any mistake. 

A poultice of palmar, plantar, or genital warts transmits warts. 
I have no knowledge of a special virus for genital warts that is 
different from the others. They are probably caused by the same 
virus and assume a different appearance because of their loca- 
tion. Molluscum contagiosum is seen often in school children; 
it is transmitted by wrestling. Would one suggest calling it 
“wrestling disease?” Genital warts are transmitted often, “but 
not always and only” by “venery.” Authorities on the subject, 
answering my questionnaire, wrote, “In 80% of the cases they 
are not venereal in origin.” “I believe they are venereal in only 
a small percentage of cases.” What harm can come from calling 
all those structures (venereal and nonvenereal), soft warts, 
genital warts, condylomata acuminata, or any other name and 
leaving “venereal” out of titles, diagnoses, records? It would 
do no harm and certainly a lot of good. 

F. RoncHEsE, M.D. 

170 Waterman St. 

Providence 6, R. I. 
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ARMY 


Army Moves to Reduce Heat Casualties.—In an effort to reduce 
the number of heat casualties among Army personnel during 
the summer months the Department of the Army has issued a 
guide for troop commanders. The new regulation (SR 40-260-5), 
prepared by the staff of the Surgeon General, defines heat casual- 
ties and lists preventive measures that commanding officers may 
take. It also gives instructions for immediate first aid. Under 
the new regulation responsibility for recognizing symptoms of 
heat injury has been placed on unit leaders, who are charged 
with watching out for dizziness, headache, signs of weakness, 
nausea, or color and temperature changes in skin among their 
troops under conditions of heat stress. Leaders must be con- 
stantly alert and prepared to render first aid at all times. The 
regulation also recommends the following measures for the 
prevention of heat injury: 1. The heavy meal of the day should 
be served in the evening. 2. An hour of rest following the noon 
meal is beneficial, and excessive fatigue (tiredness) should be 
avoided. 3. Clothing and equipment should be worn loosely so 
as to permit free circulation of air between the uniform and 
body surface. 4. Plenty of water and salt should be made avail- 
able to make up for that lost through perspiration. 5. Training 
schedules might be modified to place the most strenuous activities 
during the cooler portions of the day. 

The incidence of heat injury has always posed a serious prob- 
lem to the Army during summer months and during operations 
in torrid climates. Individual cases generally result in consider- 
able loss of time from duty and susceptibility of the patients to 
recurrent attacks. More serious cases can result in death. Many 
cases, however, are avoidable if proper preventive measures are 
taken by troop commanders. During the summer months of 
1951 and 1952, there were 2,720 admissions to medical facilities 
because of heat injury. Among these there were 23 deaths. 


Personal.—Col. Richard P. Mason, M.C., has assumed the 
duties of chief of the fesearch and development division, Office 
of the Surgeon General. Colonel Mason recently returned from 
Japan, where he was in command of the 406th Medical General 
Laboratory. 


CIVIL DEFENSE ADMINISTRATION 


Civil Defense Orientation Course.—Twenty-two civil defense 
officials, coming from as far as Juneau, Alaska, and as near as 
Tuscaloosa, Ala., attended a civil defense CBR (chemical, bio- 
logical, radiological) orientation course at the Army’s Chemical 
Corps School at Fort McClellan, Ala., June 7 to 12. A special 
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course conducted by agreement of the Federal Civil Defense 


Administration, Department of Defense, and the Chief Chemica! 


Officer, this orientation was designed to train selected civil de. 
fense personnel from the federal and state governments, political 
subdivisions, and industry in methods of defense against chemica| 
attack. 

The full week was devoted to briefing in methods of CBR 
defense, which included familiarization with detection devices, 
protective equipment, and decontamination procedures. Damage 
control and disaster relief planning were also part of the course 
of instruction, which was taught by faculty members of the 
school under the supervision of class director Lieut. Col. R. 
Beverly Caldwell, Chief, Technical Division, Chemical Corps 
School. Among the students were officials from the Washington 
office of the Federal Civil Defense Administration and loca] 
civil defense leaders from 11 states and one United States 
territory. 


SELECTIVE SERVICE SYSTEM 


Commissions for Interns and Residents.—Both the National 
Advisory Committee to the Selective Service System and the 
Selective Service System itself are doubling their efforts to insure 
that all interns and residents in priorities 1 and 2 and those in 
priority 3 who are under the age of 32 will promptly apply for 
commissions at the termination of the hospital year. This jis 
in accordance with operations bulletin no. 109 of the Selective 
Service System and informational release no. 15, which was the 
last of a series of releases by the National Advisory Committee 
on this subject. 

The release stated in part that every effort should be made to 
have those physicians in priority 1 and priority 2 and those in 
priority 3 born after Aug. 30, 1922, apply for commissions so 
that there will not be a protracted period of waiting between 
the end of the hospital year and the call to active duty. 

This is being reemphasized, as without the full cooperation of 
everyone concerned in carrying out, this program it will be 
necessary in order to meet the military requirements for the 
coming fiscal year to raise the age limit of those called in 
priority 3. Such action would result in military service for older 
physicians who have established practices, many of whom have 
far more important tasks to fulfill in hospitals and medical 
schools than these younger men. Many of these younger men 
also have double liability and are subject to call not only as 
special registrants but also as regular registrants. 

The wholehearted cooperation of everyone in seeing to it that 
these persons apply for commissions at the earliest possible date 
is very earnestly requested by the National Advisory Committee. 
The Committee does not want older physicians and dentists 
called because younger men are not found. 


PUBLIC HEALTH SERVICE 


Second Annual Antibiotic Symposium.—The Food and Drug 
Administration has announced that the date of the second annual 
Antibiotic Symposium has been changed to Oct. 25 to 28, 1954, 
and that an extra day has been added. The symposium will be 
held in the Department of Health, Education, and Welfare 
Auditorium, 4th St. and Independence Ave. S.W., Washington, 
D. C. The last day for submission of titles and abstracts has 
been changed from Sept. 1 to Sept. 15. 


VETERANS ADMINISTRATION 


Residencies Available.—Places are available for resident train- 
ing in otolaryngology, endoscopy, rhinoplasty, allergy, and 
surgery of cancer of the head and neck at the Veterans Ad- 
ministration Hospital, Bronx, N. Y. The residency is approved 
for three years and is supervised by consultants and attending 
physicians who are representatives of the dean’s committee of 
the local medical schools. A basic science course is included at 
Columbia University. Salary ranges from $2,640 to $3,330 per 
annum. Persons interested should write to the Liaison Officer, 
Dean’s Committee, VA Hospital, 130 W. Kingsbridge Rd. 
Bronx, N. Y. 
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MEDICOLEGAL ABSTRACT 


Federal Food, Drug and Cosmetic Act: Evidence of Misbrand- 
ing—The defendant was convicted of selling a misbranded 
device in violation of the Federal Food, Drug, and Cosmetic 
Act. From such conviction she appealed to the United States 
Court of Appeals, Ninth Circuit. 

One Rice, concerned about a lump in his wife’s breast, had 
been advised by a business friend, while temporarily in Los 
Angeles, to consult the defendant. On phoning the defendant's 
place of business in Hollywood, Rice was informed that she was 
then in Chicago. When Rice returned to his home in a suburb 
of Chicago, he made an appointment with the defendant for an 
examination of his wife. Mrs. Rice had been previously examined 
by her family doctor, who had suspected the presence of cancer 
and suggested an immediate biopsy. The defendant concluded 
from her examination of Mrs. Rice by means of one of her 
instruments that the lump was not a cancer but was caused by 
a fungus that had spread through her digestive system into the 
liver. The defendant at that time gave Mr. and Mrs. Rice a 
copy of a pamphlet describing the alleged qualities of her 
devices and recommended treatments with the Drown Radio 
Therapeutic Instrument by a Dr. John, who practiced in Chicago. 
Mrs. Rice commenced taking the treatments, and the defendant 
advised their continuation on reexamination of Mrs. Rice in 
September. The treatments continued until Oct. 28, 1948, when 
Rice went to Hollywood and personally purchased the device in 
question. Rice returned to Blue Islang, Ill., and his-wife used the 
instrument to treat the lump in her breast. 

The defendant was a chiropractor doing business in Holly- 
wood, Calif., under the name of Drown Laboratories. Fantastic 
therapeutic and diagnostic qualities are claimed by the defendant 
for her instruments in their labeling, most of the claims being 
contained in a circular entitled “The Drown Radio Therapeutic 
Photographic Instruments.” The Drown Radio Therapeutic In- 
strument, the device whose sale resulted in her arrest, is repre- 
sented as capable of eliminating a lump in the breast and 
preventing cancer therefrom and as efficacious in treating kidney 
and bladder complications; tipped uterus; extra kidney; painful 
urination; Streptococcus in the urethra and the pyloric end of 
the stomach and bladder; cirrhosis and carcinoma of the right 
kidney; low function of the left suprarenal gland; the pancreas; 
fibrous adhesions in the brain and meningeal tissue; brain sinus; 
cystic fluid in the brain and medulla; heart trouble; head pains 
and noises; explosions in right ear while falling asleep; con- 
stipation; pains in the lower back; abscesses; loss of speech and 
memory; worry, fear, and nervousness; and conditions of the 
colon and liver. The device is further represented as effective 
in the treatment of many other ailments, and it is asserted that 
it “far surpasses any other known method of. . . therapy.” 

The defendant’s instruments employ no commercial elec- 
tricity; they are represented as using the patient’s own body 
energy in diagnosis, remedy selection, and treatment. The in- 
struments are based on the defendant’s theory of vibration: 

. under the laws of vibration, each individual has a rate 
of vibration peculiar to himself. In addition, each organ, gland, 
etc, in the body has its own rate of vibration. Likewise various 
diseases all vibrate to specific rates (slower or coarser than the 
normal body rates and more akin to earth vibrations).” The 
defendant asserts that this body energy may be directed through 
her instrument back to the diseased part of the body at the 
same vibration rate previously found in diagnosis to be appro- 
priate for the treatment of that particular area. “This steps up 
the vibrations in that particular area . . and the diseased 


tells will automatically fall away, since disease cannot live in 
he higher rate of vibration.” Both diagnosis and treatment, the 
defendant claims, can be accomplished either directly or with 
the patient absent entirely from the physical proximity of the 
instrument. When the patient is present, two pieces of metal 
attached by wires to the instrument are placed on the body, a 
drop of the patient’s blood is placed in the device, and unopened 
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ampuls of chemicals are sometimes placed on the face of the 
instrument. When the patient is not present, diagnosis and treat- 
ment may still take place, a piece of blotting paper with a 
second drop of the patient’s blood being clamped between the 
two pieces of metal. 

Two of the government’s witnesses, one a physicist and the 
other a radio engineer, testified that they had taken the in- 
struments apart and found that the devices consist of a ‘wire 
with two dissimilar metals as electrodes on either end; that in 
effect they operate in a manner similar to a chemical battery; 
that when the circuit is completed by placing the electrodes in 
contact with the human body or any other conductor of elec- 
tricity a minute flow of current is generated and may be 
measured by the microammeter in the device; and that the 
devices are incapable of measuring, detecting, or transmitting 
electromagnetic energy of any kind. Six eminent medical wit- 
nesses testified for the government. Each is an authority in a 
specialized area of medicine. These expert witnesses expressed 
the unanimous belief that the defendant's instruments are use- 
less for diagnosis or treatment of any human ailment. Dr. 
Carpender testified concerning actual tests conducted by the 
defendant at the University of Chicago, which tended to support 
the conclusions of the government’s medical witnesses. 

Among other things, the defendant contended that the sale 
to Rice was a purely intrastate affair and that she had no con- 
nection with the interstate shipment. The evidence was sufficient, 
however, to support a finding that the sale to Rice constituted 
“delivery for introduction into interstate commerce.” Both by 
recommending that Mrs. Rice receive treatments by the Drown 
Radio Therapeutic Instrument and through the descriptive cir- 
cular that was given to Mr. and Mrs. Rice in Chicago, the 
defendant stimulated interest in her device and led Mr. Rice 
to believe that her instrument “far surpasses any other known 
method of diagnosis or therapy.” The defendant knew the device 
was to be used to treat a lump in Mrs. Rice’s breast, and it is 
obvious that she contemplated that Mr. Rice would take the 
device back to his Illinois home. The invoice of sale states that 
the instrument was sold to “Mr. Edgar Rice, 13005 Greenwood 
Ave., Blue Island, Illinois.” 

Other contentions of the defendant were also overruled and 
the judgment of conviction was affirmed. Drown et al. v. United 
States, 198 F. (2d) 999 (1952). 
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The Magic of the Atom: 4. The Atom and the Doctor: 16 mm., black 
and white, sound, showing time 12 minutes. Produced with the tech- 
nical assistance of the U. S. Atomic Energy Commission and the atomic 
energy project at U.C.L.A. Produced in 1953 by and procurable on 
purchase ($55.00) from Handel Film Corporation, 6926 Melrose Ave., 
Hollywood 38, Calif. 


This film is one of a series of 26 pictures, the over-all objective 
of which is to acquaint the audience with the nonmilitary facts 
of atomic energy. The film shows a succession of situations in 
which radioactive isotopes are administered to actual patients 
for diagnostic purposes. The first part of the film shows the 
administration of radioactive iodine and illustrates a very good 
technique for mapping the thyroid gland by this means. The 
second part shows the administration of radioactive iodine to 
a patient with leukemia. The third part shows radioactive gallium 
administered to a patient with a malignant lesion of the chest. 
All the patients performing in the film act their parts without 
affectation or constraint, which adds a great human appeal. The 
photography is very good; however, in some parts an animated 
sequence would have enhanced the teaching value. Classes of 
college and senior high school level will find much of interest in 
it, but to have substantial teaching value it must be supplemented 
by explanatory remarks justifying the uses of these three diag- 
nostic tools and emphasizing the annual mortality from diseases 
involving the thyroid gland, the bone marrow, and the structures 
of the chest, as the nonprofessional audience is unlikely to appre- 
ciate the importance of refined diagnosis. The film will appeal in 
a general way to many audiences, but its greatest use will be with 
medical students, physicians, and nurses. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Treatment of Rheumatic Disease by Desensitization with an 
Aqueous Extract of Streptococci: I. Fibrositis and Hypertrophic 
Arthritis; II. Rheumatic Fever, Chorea, and Rheumatic Carditis. 
J. C. Small and J. C. Small Jr. Ann. Allergy 12:141-157 
(March-April) 1954. 


In these two papers, the authors expose their good results in 
the treatment of rheumatic disease, obtained with their method 
of desensitizing patients to streptococci. This consists of re- 
peated injections of an aqueous extract of streptococci (AES). 
There were 19 patients with fibrositis, of whom 3 are reported 
on in detail. Three case histories of rheumatic carditis are also 
described. The starting dosage for each patient was 0.05 cc. of 
a 10°16 dilution of AES given subcutaneously. This dosage is 
given each week until there is a decided improvement in the 
clinical indicators—body weight, pulse, and temperature—and 
in the laboratory indicators—erythrocyte sedimentation rate, 
leukocyte count, and hemoglobin level. The dosage should not 
be increased until there is a tendency to gain weight and the 
erythrocyte sedimentation approximates normal. Sixty per cent 
increments are safe when dosage is increased. After the rheu- 
matic process is adjudged to be quiescent, the intervals may be 
increased to 10 days, then to 14, then to 21, and finally to 28 
days. This final type of treatment may be kept up indefinitely. 
It may be undertaken with individual doses not larger than 
0.1 cc. of the 10-16 dilution of AES, and amounts larger than 
0.15 to 0.25 cc. of this dilution are seldom required. as the 
injection at 28 day intervals. It is important to continue the 
injections at monthly intervals for at least a year after all signs 
of rheumatic activity have disappeared. 


Significance of Rheumatic Pains Associated with German 
Measles in Adults. K. H. Pickworth. Rheumatism 10:39-40 
(April) 1954. 


Pickworth calls attention to recent reports on the concurrence 
in adults of rubella (German measles) with rheumatic pains and 
polyarthritis. Rheumatic pains occur also in many other infec- 
tious diseases such as pneumonia, scarlet fever, syphilis, dysen- 
tery, and typhoid. Many patients have aches and pains in the 
back and limbs in influenza. The rheumatic pains of rubella 
generally commence with the rash, or soon afterward, and clear 
in about 10 days. In occasional cases, pains may persist in one 
or more joints for some time. In pregnant women, rubella is a 
dangerous disease for the embryo. It could be assumed that it 
is the response of the mother to rubella that harms the embryo, 
and not the rubella itself. Little trouble ensues when the 
child is free of its mother’s blood supply and contracts rubella. 
This would lead to the conclusion that with the passage of time 
from childhood to motherhood something happens in the in- 
dividual that, in the presence of the rubella virus, can cause 
severe illness in an embryo. Such a preexisting state would also 
account for the presence of rheumatic pains associated * with 
rubella in adults. It may be a matter of immunity or of allergy. 
The difference between rubella in childhood and that in adult- 
hood may be due to sensitization, and, since by far the majority 
of cases of rubella in adults with associated rheumatic pains are 
in women of childbearing age, it may be that the same sensi- 
tization causes the pains as causes the harm to the fetus. Whether 
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this sensitization is due to a “chronic allergy,” to a preexisting 
virus, or to immunological differences, arising perhaps out of 
pregnancy itself is not known. It is not the rubella virus that 
differs in quality in the different cases, from childhood to adult- 
hood, but the patient. 


Studies on Immunity in Anthrax: III, Elaboration of Protective 
Antigen in a Chemically-Defined, Non-Protein Medium. G. G. 
Wright, M. A. Hedberg and J. B. Slein. J. Immunol. 72:263-269 
(April) 1954. 


The protective antigen of Bacillus anthracis occurs as a filter- 
able factor in edema fluid of anthrax lesions and is the antigen 
responsible for development of active immunity to the infection. 
This antigen is also elaborated by the organism during growth 
in vitro in serum. The present report presents experimental re- 
sults that have led to development of a chemically defined, non- 
protein medium in which practical amounts of protective antigen 
are elaborated. This medium (528) is composed of 17 amino 
acids, inorganic salts, adenine, guanine, uracil, thiamine, gluta- 
mine, glucose, and sodium bicarbonate. Sterile filtrates of static 
20 hour cultures of a nonproteolytic mutant strain of B. anthracis. 
when injected in divided doses totaling 1 ml., were capable of 
immunizing rabbits so that they survived intracutaneous chal- 
lenge with 10,000 spores of virulent B. anthracis, representing 
at least 100 lethal doses. The preparations immunized guinea 
pigs against a challenge of 1,000 spores and, when precipitated 
with alum, produced detectable immunity in mice. A pre- 
liminary experiment suggested that the antigen also produced 
effective immunity in monkeys. Tentative indications as to some 
of the critical constituents and cultural conditions for production 
of antigen were obtained. Protective antigen activity of the 
crude culture filtrate was relatively unstable; the protective 
antigen could, however, be concentrated and stabilized by lyo- 
philization or by alum precipitation. The 528 medium approaches 
a practical medium for production of antigen for immunization 
of animals and perhaps man. 


Some Relations Between Pulmonary Edema and Pulmonary 
Inflammation (Pneumonia). E. D. Robin and E. D. Thomas. 
A. M. A. Arch. Int. Med. 93:713-730 (May) 1954. 


A review of the charts and postmortem findings of all patients 
who had a pathological diagnosis of pneumonia or pulmonary 
edema or both during the 10 years from 1942 to 1952 at the 
Peter Bent Brigham Hospital showed that patients presenting 
many of the classic features of one of these syndromes may be 
found at autopsy actually to have had the other. The four basic 
factors producing pulmonary edema are increased pulmonary 
capillary pressure, increased pulmonary capillary permeability, 
decreased pulmonary capillary oncotic pressure, and decreased 
alveolar fluid resorption. Pneumonia acts directly on the pul- 
monary capillary to increase its permeability and may act in- 
directly by means of anoxia and myocardial failure. Pulmonary 
edema, on the other hand, not only serves as an excellent culture 
medium for potentially pathogenic organisms, but also lays the 
groundwork for pulmonary infection by immobilizing the patient, 
thus decreasing his ventilatory efficiency and his ability to get 
rid of secretions. The presence of either of these conditions 
facilitates the development of the other, and differentiation be- 
tween them may be difficult, if not impossible. Extensive pnev- 
monia, which may exist in a completely silent form without 
clinical or x-ray evidence of any kind, may be an important 
contributing cause of sudden death in patients whose prognosis 
appears good. Vigorous chemotherapy is apparently the best 
weapon against pulmonary infection, and the earlier it is started 
the more likely it is to succeed. It should also be used prophy- 
lactically in the routine management of patients with acute 
pulmonary edema. Patients in whom pulmonary infection is 
already established, on the other hand, should be regarded as 
extremely “fragile” with respect to fluid and osmotic balance 
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at the level of the pulmonary capillary and should be watched 
closely so that corrective treatment can be given at the first sign 
that pulmonary edema is developing. 


Contusion Pneumonia. B. Copleman. J. M. Soc. New Jersey 
51:128-132 (April) 1954. 


Copleman presents histories of seven patients in whom pneu- 
monia developed after traumatic injury to the chest. The patients 
were under observation from the -ime of the accident. Con- 
solidation was demonstrated within one to eight hours. Before 
the diagnosis of contusion pneumonia can be established, the 
presence of a respiratory infection antedating the trauma must 
be excluded; this was done in all seven patients. The physical 
signs of pneumonia varied from complete absence in one case 
to changes in percussion and auscultation. Each patient showed 
slight to moderate temperature elevation. Roentgenographically, 
there was nothing characteristic in the appearance of the con- 
solidation. The extent of the injuries was consistent with the 
force of the fall. In one patient cavities developed at the site 
of the consolidation, probably due to Friedlander’s bacillus, 
which was recovered from the sputum. The pneumonia is usually 
situated beneath the site of trauma, but may occur elsewhere in 
the lungs. Experimental evidence of contusion pneumonia is 
cited from the literature. 


Allergy to Aspirin in Asthmatic Persons. P. Blamoutier. 
Semaine hép. Paris. 30:1549-1553 (April 14) 1954. (In French.) 


Eleven cases, 2 of which were fatal, of allergic manifestations 
after ingestion of acetylsalicylic acid or compounds containing 
it occurred in hypersensitive persons. Most of the patients had 
personal and family histories of allergy; some had had asthma 
for years, but in others it did not appear until after ingestion 
of the drug. An allergy to aspirin can suddenly develop after 
years of use without ill effects; in fact, some of the patients had 
previously found it beneficial to their asthma. The symptoms of 
aspirin allergy are coryza, spasmodic coughing, and paroxysms 
of expiratory dyspnea. None of the patients in this series had 
positive cutaneous reactions to acetylsalicylic acid; the allergy 
is humoral, not tissular. 


Epidemic of Tuberculosis Occurring in a School, and Suggestions 
for Improvement of German Decree Concerning Prevention of 
Infectious Diseases in Schools. H. Seidel. Deutsche med. 
Wchnschr. 79:543-547 (April 2) 1954. (In German.) 


In December, 1950, primary tuberculosis was detected in 18 
children in two classes of a German public school in which one 
teacher had pulmonary tuberculosis. This teacher was giving 
lessons in one of the two classes that was attended by 48 pupils 
for four hours per week. Four pupils acquired the disease but 
none had erythema nodosum. The tuberculous teacher was in 
charge of all the lessons in the other room and consequently 
had much longer daily contact with the pupils; 14 of the 31 
children who attended this class acquired tuberculosis and 6 had 
erythema nodosum. It seems highly probable that infection of 
the children was caused by droplets. On Nov. 3, 1950, one pupil 
became ill with “red spots” and fever, but only when the same 
symptoms appeared in a second pupil on Dec. 15, 1950, were 
public health examinations performed that revealed a recent 
tuberculosis of the hilar nodes in the child and a recent cavity 
the size of an egg in the teacher. The teacher had had tuber- 
culosis since 1947, had been suspended from school in 1949, 
but had resumed his teaching in the spring of 1950 when 
bacteriological examination was negative and roentgenologic 
examination did not reveal any cavity. None of the children 
who were given lessons by the tuberculous teacher at this time 
became ill. In August, 1950, during the summer vacation a 
febrile bronchitis was diagnosed in the teacher who refused to 
submit to a control roentgenologic examination. He was not 
reported to the public health departmeftt by his physician who 
considered the disease as an unspecific infection. Of the class 
with 31 children, 17 gave a positive reaction to the tuberculin 
lest in December, 1950, 28 in February, 1951, and all 31 in 
May, 1951. Of the other class with 48 children, 15 were tuber- 
culin positive in December, 1950, 28 in February, 1951, and 
33 in May, 1951. Conversion to a positive tuberculin allergy 
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occurred in about 10% of the children only between the second 
and fifth month after the removal of the source of infection. 
This epidemic demonstrated that it is essential to detect a new 
case of tuberculosis that is associated with cavity formation. 
The author proposed the following amendments to the German 
decree concerning prevention of infectious diseases in schools. 
1. A tuberculous teacher who had been absent from school 
because of an intercurrent disease should get permission from 
the school board to resume his duties only after a health cer- 
tificate has been granted by the public health authorities. 2. 
Every case of erythema nodosum should be reported to the 
public health authorities. The epidemic could have been pre- 
vented if the author’s first proposal had been included in the 
decree concerning the prevention of infectious diseases in 
schools, and the epidemic could at least have been limited by 
the author’s second proposal. 


Tuberculosis of Paravertebral and Intercostal Lymph Nodes. 
W. Kole. Wien. med. Wchnschr. 104:323-326 (April 17) 1954. 
(In German.) 


A clumping of paravertebral and intercostal lymph nodes was 
observed in the first, second, third, and fourth intercostal spaces 
between the periosteal sheaths adjacent to the intercostal muscles 
in 74 of 85 patients with pulmonary tuberculosis who under- 
went thoracoplasty with apicolysis. Microscopic examination of 
the removed lymph nodes revealed the presence of numerous 
epitheloid and giant cell tubercles in 69 (93.2%). The lymph 
nodes frequently were anthracotic, and soot particles were 
demonstrated in the lymphoreticular tissue. The patients had 
pulmonary tuberculosis for several years, and in its course 
atrophy and massive adhesions of the layers of the pleura had 
resulted from pleuritis and peripleuritis. The tubercle bacilli 
probably reached the intercostal lymph node system directly 
by way of the lymph vessels of the lungs over the adherent 
pleura and by perforation through the chest wall. The frequent 
occurrence of anthracosis of the intercostal lymph nodes and 
the presence in the lymphoreticular tissue of soot suggest this 
route of infection. Perforation of a caseating lymph node into 
an intercostal vein or into the thoracic duct is possible and 
may be the cause of an acute miliary tuberculosis. Caseous 
lymph nodes were observed in the intercostal spaces of patients 
with caries of the rib after resection of the diseased portion of 
the rib. This observation suggests that caries of a rib is not 
primary but is secondary to caseous intercostal lymph nodes 
adjacent to the rib. 


Is It Necessary to Treat Initial Tuberculosis in Children and 
Adolescents? R. Debré and H.-E. Brissaud. Presse méd. 62:523- 
527 (April 7) 1954. (In French.) 


Tuberculosis is subject to the general rule that the sooner 
effective treatment is applied to an infectious disease, the better 
the prognosis. The problem of treating early tuberculosis as 
soon as it is discovered, however, was originally complicated by 
uncertainties connected with factors such as the possible latency 
or benignity of the initial infection and the danger of rendering 
the tubercle bacilli drug resistant. These uncertainties have for 
the most part been removed by the results of more thorough 
investigation into the nature of early tuberculosis and the dis- 
covery of more new and effective therapeutic agents. Micro- 
nodular dissemination, though not always apparent, is a con- 
stant accompaniment of even the mildest initial tuberculous 
infection, and many of the later manifestations of the disease 
can be traced to the subsequent activation of the bacilli thus 
scattered throughout the system. The prognosis in primary tuber- 
culosis depends largely on the patient’s age and the degree of 
infection. Tuberculous morbidity and mortality are greatest in 
children contracting the disease in the first two years of life and 
in those in whom it first appears at the age of puberty or during 
adolescence. Disease resulting from massive infection, such as 
that occurring in families, is naturally much worse than that 
acquired by a brief accidental exposure and carries a much 
higher death rate. The absence of adverse factors, however, 
cannot be taken to indicate a favorable prognosis, because, al- 
though the risks may be less, they do exist and cannot be fore- 
seen. Treatment should, therefore, be instituted immediately on 
the discovery of tuberculosis in children under 2 years of age, 
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in adolescents, in those subject to massive infection, and gen- 
erally whenever there is the slightest indication of active disease. 
The danger of producing drug-resistant bacilli will be largely 
avoided if treatment is limited to the simultaneous administra- 
tion of isoniazid and p-aminosalicylic acid for six or eight 
months, with streptomycin being kept in reserve for use in 
emergencies (except when children under 2 years of age are 
being treated). 


Farmer’s Lung: A Form of Bronchopulmonary Moniliasis. 
P. H. Soucheray. Minnesota Med. 37:251-253 (April) 1954. 


Three cases of idiopathic pneumonitis or pneumoconiosis in 
farmers are described. In each case, there was a history of un- 
comfortable exposure to the dust from moldy silage, dyspnea or 
cough over a period of months, and improvement when the 
patient was removed from his environment. Candida albicans 
was isolated from one patient’s sputum culture on three occa- 
sions. The diagnosis of pulmonary moniliasis is, however, very 
difficult to make, and the author presents that diagnosis as tenta- 
tive for this series of cases. He concludes that farmers certainly 
should be dissuaded from employing farm practices that result 
in the propagation and dissemination of moldy dust, because the 
pulmonary mycoses are extremely debilitating and may leave 
permanent residuals if exposure is repeated. 


Pernicious Anemia. II: Maintenance Treatment with Crystalline 
Vitamin B,,. D. G. Cameron, S. R. Townsend and A. English. 
Canad. M. A. J. 70:398-400 (April) 1954. 


Twenty-eight of 32 women and 18 men with pernicious anemia 
that had responded promptly to initial treatment with concen- 
trated liver extract or vitamin Bz were given crystalline vitamin 
Bz in 30 mcg. doses by intramuscular injection at weekly inter- 
vals for maintenance treatment. The remaining 22 patients served 
as controls and were maintained on weekly doses of 30 U.S.P. 
units of concentrated liver extract. Forty-five of the 50 patients 
were followed up for three and a half years, 2 for two to three 
years, and 3 for one and a half years. Results were entirely 
satisfactory in both groups; none of the patients presented 
symptoms of anemia at the start or at the conclusion of the 
study. Sixteen patients had mild paresthesia at the start of the 
study, and paresthesia persisted unchanged in all these patients. 
The final red blood cell count was higher than 4,000,000 per 
cubic centimeter and the hemoglobin level was above 12.5 gm. 
per 100 cc. in every case. Fourteen patients had reflex changes, 
sensory disorder, or faulty coordination at the start of the 
study. These abnormal findings persisted, but there was no 
progression of the neurological disease. In none of the patients 
free of neurological symptoms at the outset did such symptoms 
develop during the study period. The optimum regimen using 
vitamin By for maintenance treatment in pernicious anemia 
remains to be determined. Doses of 30 mcg. at weekly intervals 
maintained all 28 patients in good health. This intensive treat- 
ment was effective and seems reasonable in the light of present 
knowledge and experience. 


Erythroleukemia, with Special Emphasis on the Acute or In- 
complete Variety: Report of Five Cases. W. J. Martin and E. D. 
Bayrd. Blood 9:321-339 (April) 1954. 


Occasionally there is an increase, rather than a decrease, in 
erythrocytes in myeloid leukemia. This change may occur in an 
early stage and at a time when immature leukocytes are not 
present in the blood; it may occur simultaneously with a leukemic 
blood picture; or it may occur after the leukemic blood picture 
has been established. This concurrence of entities ordinarily 
considered distinct has been referred to as erythroleukemia. 
Synonyms are “panmyelosis,” “subleukemic erythremia,” “poly- 
cyteme myelogene,” and “hyperplastic panmyelopathy.” Such 
cases may be links in a chain characterized by excessive hemo- 
poietic activity of the bone marrow, which may express itself 
clinically as a polycythemic state at one end or as granulocytic 
leukemia at the other end, according to whether erythropoietic 
or leukopoietic activity prevails. Five cases of erythroleukemia 
of the acute or incomplete variety observed at the Mayo Clinic 
are described. Studies were made on the blood and peripheral 
marrow for varying periods throughout the course of the disease. 
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All five patients had anemia and extreme immaturity of the the 
erythrocytes in the peripheral blood and bone marrow. Leuko. quit 
penia was eventually present in four patients as was thrombo.- iriet 
penia. Splenectomy was performed on one patient. One patient the | 
lived six years after the condition developed, two died within 
13 months of the time of diagnosis, one was not followed, and Cort 
the fifth was still living at the last report. Relatively few cases Purp 
of erythroleukemia have been recorded in the literature and 1954 
most of those reported have been cases of the chronic variety. Re 
The erythrocyte picture in the chronic variety differs from that -orti 
in the acute variety. In the acute type, acute erythremia is associ- os 
ated with leukemia and in the chronic type polycythemia js : ; 
associated with it. Either the erythrocytic abnormality or the : nd 
leukocytic may appear first. The authors feel that their studies on 
and those reported in the literature suggest excessive activity of . tic 
the blast cell in two directions. tly 
Anemia in Duodenal Tumors. L. Billiet and R. Detiége. Belg, a 
tijdschr. geneesk. 10:209-218 (March 1) 1954. (In Flemish.) of = 
Carcinomas of the duodenum are comparatively rare, in that days. 
only 3% of all gastrointestinal carcinomas occur in the small and 
intestine and less than half of these occur in the duodenum. respec 
Billiet and Detiége present the histories of three patients with obtair 
duodenal carcinoma, in whom bleeding had resulted in anemia. series 
In the first of these patients, severe anemia was practically the of 23 
only symptom. The second patient had pains suggesting ulcer all ob 
and severe anemia. In the third patient, the anemia was not very not re 
evident and the pain was the chief symptom. The first two cases splene 
proved to be inoperable, but in the third one the surgical treat- prised 
ment was a success. The authors emphasize that anemia as the Fourte 
result of bleeding is a very important symptom of duodenal a tota: 
tumors and may be the only one for a considerable period. pura, 
cortiso 
Polycythemia Vera—Its Course and Treatment: Relation to verse | 
Myeloid Metaplasia and Leukemia. L. R. Wasserman. Bull. who hi 
New York Acad. Med. 30:343-375 (May) 1954. may C¢ 
Polycythemia vera is characterized by an initial increase in ‘ ae 
the number of erythrocytes, but various clinical and pathological ss - 
features are observed in the course of the disease. The frequent mei 
occurrence of granulocytic leukocytosis and the presence of im- 
mature red and white blood cells in the peripheral blood of “ 
patients with erythremia was pointed out by investigators soon wwntls 
after the original description of the disease. An overactivity of quam 
the leukopoietic as well as of the erythropoietic tissue caused mae 
by a primary hyperplasia of the marrow was assumed, and the 18058 
term erythremia was suggested to distinguish this disease from Arrai 
erythrocytosis secondary to anoxemia. The concept of a total cular ch 
panmyelosis with expansion of the active red marrow to en- with diz 
compass the total potential marrow space received increasing hospital 
support from biopsy and postmortem examinations of the and thr 
marrow in early erythremia; the frequent association of leuke- the ages 
moid and leukemic blood pictures, the occurrence of immature The six 
red and white blood cells in the peripheral blood and the throm- of diabe 
bocytosis lend support to the hypothesis that erythremia is a sons we 
chronic generalized bone marrow disease. As cases of poly- prised ¢ 
cythemia vera were followed over a prolonged period of time, patients, 
it was noted that the erythrocytosis was merely an initial facet changes 
of a complex disease process. This disease frequently terminated differ fr 
in leukemia, osteosclerosis, myelofibrosis, myeloid metaplasia The prin 
and other diverse pathological entities. The concept of the neo- f the ¢; 
plastic nature of erythremia thus arose and the disease now is in the d 
becoming recognized as being similar in origin to other myelo- the capil 
proliferative syndromes. The relatively prolonged course of the blood ce: 
disease and the apparent lack of invasiveness manifested by of these 













the proliferating cells has been cited as evidence against the nellitus 
neoplastic nature of erythremia; however, well-differentiated httern i 
malignant cells are functionally close to normal cells and may 
have a benign course for many years. An appreciation of the 
protean pathological findings seen in polycythemia vera of long 
duration has demonstrated an evolutionary pattern. The com- 
plications in erythremia are directly related to the hypervolemia 
and panmyelosis. The hemorrhagic diathesis found in poly- 
cythemia vera is due to a complex hemostatic defect. Elective 
surgical intervention should thus be avoided unless normal blood 
values have been achieved. Initial rapid reduction of the blood 
volume followed by the use of radioactive phosphorus has given 
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the most satisfactory results. Marrow suppressive therapy re- 
quires caution and must be individualized, particularly when 
triethylene melamine is used. Radioactive phosphorus remains 
the treatment of choice. 


Corticotropin and Cortisone in Idiopathic Thrombocytopenic 
purpura. H. N. Robson. M. J. Australia 1:516-518 (April 3) 
1954. 


Robson attempts to assess the value of corticotropin and 
cortisone in the treatment of thrombocytopenic purpura on the 
basis of 96 cases collected from the literature and of 7 person- 
ally observed cases. Four of the seven patients were treated 
with corticotropin only; two with corticotropin first and then 
with cortisone and one only with cortisone. Treatment with 
corticotropin was continued for from 5 to 12 days, usually with 
daily doses of 100 mg., which in some cases were reduced to 
75 or 50 mg. after a few days or which were replaced by 
cortisone in daily doses of 100 or 200 mg. The total duration 
of hormone treatment in these seven cases did not exceed 17 
days. Full remissions were obtained in two of the seven patients 
and so far have continued for one year and seven months, 
respectively. In the other five cases good or excellent results were 
obtained; the capillary resistance increased in all cases. The total 
sries of 103 cases is classified in four groups. In the first group 
of 23 all obtained full remissions and in the second group of 34, 
all obtained partial remissions. Of the third group of 27 who had 
not responded to the hormones, 23 were later subjected to 
glenectomy, which proved effective in 16. Group four com- 
prised 19 patients who had had a relapse after splenectomy. 
Fourteen of these 19 responded to hormone treatment. Thus, of 
atotal of 103 patients with idiopathic thrombocytopenic pur- 
pura, 71 responded to treatment with corticotropin and/or 
wrtisone. There is no evidence that the hormones had an ad- 
verse effect. In approximately two out of every three patients 
vho have not been subjected to splenectomy, hormonal therapy 
may control or diminish the hemorrhagic manifestations. Even 
if the response is only partial, the risk of bleeding is diminished 
aid natural remission can be awaited or splenectomy under- 
taken with less sense of urgency. 


Morphologic and Hemodynamic Changes in the Smaller Blood 
Vessels in Diabetes Mellitus: II. The Degenerative and Hemo- 
dynamic Changes in the’ Bulbar Conjunctiva of Normotensive 
Diabetic Patients. J. Ditzel and V. Sagild. New England J. Med. 
150:587-594 (April 8) 1954. 


Arrangement of the vessels, velocity of blood flow, and vas- 
cular changes in bulbar conjunctiva of 150 normotensive patients 
with diabetes mellitus were compared with those of 90 healthy 
hospital employees. The patients were divided into three male 
and three female groups comprised of 25 persons each between 
he ages of 16 and 35, 36 and 55, and 56 to 75 years, respectively. 
The six groups were comparable as far as average age, duration 
of diabetes, and insulin dose were concerned. The healthy per- 
wns were divided into three male and three female groups com- 
prised of 15 persons in the same age groups as the diabetic 
patients. Results indicated that certain vascular and intravascular 
thanges in the diabetic patients are much more frequent and 
lifer from those observed in the nondiabetic control persons. 
The primary and most characteristic vascular lesions were those 
of the capillaries and the venules. The most consistent findings 
‘the diabetic patients were elongation of the venous part of 
he capillaries, distention of the venules, and aggregation of the 
tlood cells, with concomitant reduction of the blood flow. None 
if these findings are in themselves correlated with diabetes 
mellitus, but the combined morphological and hemodynamic 
hitern in the young diabetic patient appears to be characteristic. 











‘rmonium Poisoning (Poisoning Source—A Widely Distributed 
Need), O. K. Lanich Jr. and J. L. Ambrus. Pennsylvania M. J. 
1345-348 (April) 1954. 


Lanich and Ambrus present the case of a 3-year-old boy who 
“urned from play with flushed face and choking. Vomiting 
"és induced. The child became disoriented; he did not recognize 
‘Parents. He was unable to walk, but later took a few steps 
‘ith staggering gait and then fell to the floor. The skin, espe- 
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cially of the face and forearms, was bright red. Minute red 
points appeared on an erythematous background. The trunk 
was covered with a scattered fine rash with less background 
erythema. The pupils were in maximal mydriasis. Breathing 
was labored. The mydriasis—together with the skin rash, the 
initial nausea, and the central nervous system manifestations— 
pointed to poisoning with belladonna alkaloids, yet no evidence 
was found for such medication. Investigation of the premises 
revealed a plant with many green spinous fruits. The mother 
remembered having seen the child eating a similar fruit, which 
was identified as Datura stramonium. All parts of this plant, but 
particularly the seeds, contain high concentrations of the alka- 
loids atropine, scopolamine, and hyoscyamine. The child re- 
covered. Mydriasis disappeared completely in about a week. 
Since there are no effective specific antidotes available, early 
removal of the poison by gastric lavage and instillation of 
magnesium sulfate is probably the most important measure. 
Because of decreased salivary and esophageal secretion, it is 
advisable to oil the stomach tube. In the initial stage, nausea 
and vomiting often occur, but in the phase of depression even 
emetics are ineffective. Pilocarpine (10 mg.) may aid in over- 
coming xerostomia. Instillation of 0.05% eserine into the con- 
junctival sac will inhibit mydriasis and visual disturbances. In 
the stage of excitement, sedatives and morphine can be used. 
These should not be given after depression starts to develop. 
In the latter stage, analeptics may be given; 95% oxygen, 5% 
carbon dioxide inhalation, and cetiliciall veeieaton may be life- 
saving. In cases of deep coma, indwelling catheterization should 
be used. Datura stramonium, commonly known as Jamestown 
weed, Jimson weed, stinkweed, devil’s apple, and thorn apple is 
quite prevalent in the eastern United States. Children are quite 
often attracted by the autumnal spinous fruit and taste the small 
black-brown seeds contained therein. Since only small quantities 
are usually ingested, often only mild symptoms occur. Another 
reason for the small number of reported cases may be frequent 
misdiagnosis. 


Spontaneous Regression of the Glands in Hodgkin’s Disease. 
A. W. Johnston. Brit. M. J. 1:916-917 (April 17) 1954. 


The lymph nodes in a patient with Hodgkin's disease were 
observed to undergo almost complete regression without treat- 
ment. Out of 29 patients, 5 showed the phenomenon clearly and 
an additional 6 showed it less well. This occurrence receives very 
little mention in the literature. There is no evidence that elimi- 
nation of a secondary infection, adduced as a possible explana- 
tion, is responsible. It is submitted that regression of the nodes 
in Hodgkin’s disease, often associated with an alternating fever, 
is an occasional but important variant of its natural history. 


SURGERY 


Results of Animal Experiments Contributing to Measuring of * 
Portal Hypertension and Their Practical Evaluation in Man. 
E. Ungeheuer. Beitr. klin. Chir. 188:129-136 (No. 2) 1954. (In 
German.) 


Experiments were made on 13 dogs for the purpose of ex- 
amining the suitability of a surgical formation of various 
anastomoses in portal hypertension. A side-to-side portacaval 
shunt was made in four, an end-to-side portacaval shunt in 
another four, and an end-to-side splenorenal shunt in five. Portal 
pressure was obtained by a method similar to that of Taylor 
and Egbert; the vertebral column between the 12th thoracic 
vertebra and the first and second lumbar vertebrae was used 
as a base, since at this level the course of the portal vein is on 
the same plane with the vertebral column. After measuring the 
portal pressure, portagrams were made to visualize the course 
of the portal vein and to examine the function of the anastomo- 
sis between the portal and caval systems. Results of experiments 
showed that the side-to-side portacaval shunt is superior to the 
end-to-side shunt in obtaining a sufficient lowering of the portal 
pressure. The end-to-side splenorenal shunt did not result in a 
sufficient drop in portal pressure in any of the dogs. The width 
of the side-to-side anastomosis must be at least 1.5 cm. in order 
to allow satisfactory function. In applying these results to human 
beings, an attempt at splenorenal anastomosis is permissible in 








1284 MEDICAL LITERATURE ABSTRACTS 


patients with portal hypertension due to extrahepatic conditions 
in which a portacaval shunt is not feasible for anatomic rea- 
sons, but it has not much chance of success. In patients with 
cirrhosis of the liver, which is responsible for portal hyper- 
tension in 95% of the cases, a side-to-side portacaval anastomo- 
sis of 1.5 cm. in width offers a good chance of success and is, 
therefore, recommended. It not only warrants definite shunt with 
drop of pressure in the area of the portal vein, but also meets 
the physiological requirements because of the still possible per- 
fusion of the liver with portal venous blood. The width of the 
anastomosis is practically unlimited in these cases. With proper 
selection of patients, in consultation with the internist, wide 
portacaval side-to-side shunt operation may be expected to re- 
duce the still high mortality rate of bleeding esophageal varices 
and to prolong the life of a patient with liver cirrhosis. 


Ten-Year Follow-Up Study of 26 Cases of Patent Ductus 
Arteriosus, Treated Surgically. B. Shallard. J. Internat. Coll. 
Surgeons 21:468-471 (April) 1954. 


Of 26 patients with patent ductus arteriosus on whom simple 
ligation of the ductus was performed, 2 died in the course of 
the operation and 2 immediately after the operation. Two of 
the 22 survivors manifested a return of the murmur within one 
and six months, respectively, after the operation. Three patients 
could not be traced, and 17 patients, 11 females and 6 males 
between the ages of 2 and 33 years at the time of the operation, 
were studied approximately 10 years after the operation. With 
two exceptions, one a child with multiple congenital defects 
and the other a hypertensive adult, all are robust, fully de- 
veloped according to their bodily habit and leading full lives. 
Soft systolic murmurs are audible in two patients. Pulse pres- 
sures average 45 mm. Hg compared with an average of 73 mm. 
before operation. Roentgenograms reveal essentially normal 
cardiac shadows, except for persistence of dilatation of the 
pulmonary artery in those patients in whom this abnormality 
was present originally. 


Value of Cardiac Catheterization and Angiocardiography in 
Diagnosis of Intra- and Extracardiac Tumors. O. Bayer, F. 
Loogen, H. Vieten and others. Deutsche med. Wcehnschr. 
79:619-623 (April 16) 1954. (In German.) 


Cardiac catheterization and angiocardiography were employed 
in three aduit patients between the ages of 31 and 48 and in 
two 9-year-old children with cardiac tumors, the diagnosis of 
which could not be made with the aid of the usual clinical and 
roentgenologic methods. A tumor in the right auricle in one of 
the children and a tumor in the right ventricle in one adult 
were diagnosed by these methods. In the other three patients, 
an aneurysm of the cardiac wall in the area of the left ventricle, 
an inflammatory pericardiac diverticulum, and a mediastinal 
dermoid cyst occurring simultaneously with severe mitral steno- 
sis were diagnosed. The diagnostic possibilities for recognition 
of intracardiac and extracardiac tumors has been decisively 
widened by cardiac catheterization and angiocardiography. 
While the latter method reveals primarily morphological 
changes, cardiac catheterization combined with recordings of 
blood pressure provides insight into the functional relationship 
between heart and circulation. In the authors’ cases, cardiac 
catheterization and angiocardiography yielded information re- 
garding the extent and the localization of intracardiac and extra- 
cardiac space-occupying lesions, their relationship to adjacent 
organs and the disturbances of hemodynamics of the heart and 
the circulation. These methods also make possible selection of 
patients for surgical intervention and provide the surgeon with 
valuable indications for operative procedures. 


Invasive Adenoma of the Thyroid: Analysis of 46 Cases. V. E. 
Chesky, W. C. Dreese and C. A. Hellwig. Surg., Gynec. & 
Obst. 98:581-590 (May) 1954. 


Chesky and associates review observations on 46 patients with 
invasive adenoma of the thyroid that were treated at the Hertzler 
Clinic in Halstead, Kan., during the last 10 years. These cases 
accounted for 27.7% of all malignant goiters. Forty-three oc- 
curred in women and three in men. Enlargement of the neck 
‘had been evident for from two weeks to 52 years. Two cases 
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had been diagnosed clinically as exophthalmic goiter and one 
as toxic nodular goiter. Bilateral subtotal thyroidectomy was 
performed on 17 patients, lobectomy in 29 patients. Only three 
patients received postoperative x-ray treatment. “A solitary node 
was found in 31 patients, two nodes were present in 9, and 
multiple nodules involving the whole lobe were found in 6. 
Twelve adenomas were uniform in structure, most of them 
showing a microfollicular architecture. Twelve times a com- 
bination of trabeculae and smallest follicles was noted. Micro- 
scopic study did not reveal cytological criteria of malignancy, 
and the tumors differed from benign adenomas only by their 
invasive tendency. Microscopic invasion of blood vessels alone 
was never observed, invasion of the capsule alone was seen in 
32 adenomas, and both phenomena were present in 14 cases. 
The adjacent thyroid tissue proper was invaded by tumor cells 
in 12 cases, and surrounding neck structures in one case. None 
of the patients showed distant metastases at the time of operation. 
Thirty-eight of 42 patients, who could be traced, are alive and 
free of disease at present. One of the two patients who have died 
survived four years after operation and died from cirrhosis of 
the liver; the other one died of thyroid disease two years after 
removal of an adenoma, which showed gross invasion of the 
capsule but no angioinvasion. Four patients have survived for 
10 years or more, 21 for 5 years or more, and 39 for 2 years 
or more. The authors emphasize that grossly and microscopically 
these tumors are identical with benign adenomas except for 
microscopic invasion of blood vessels or of the capsule. The 
prognosis is excellent in that these tumors usually are curable 
by simple lobectomy. Radical neck dissection, x-ray, or isotope 
treatment is not indicated in this type of thyroid tumor. 


The Question of Cardiospasm and Achalasia. A. Haas. Am. J. 
Surg. 87:567-577 (April) 1954. 


Haas discusses cardiospasm and achalasia on the basis of 
two case histories and a review of the literature. Since the re- 
laxing action of a normal neuromuscular control of the cardiac 
end of the stomach is missing, achalasia is the most generally 
accepted term, but the theory of active hypertonic cardiospasm 
is still held by many, and Wangensteen proposed the name of 
dystonia of the esophagus. The first of the two patients described 
by the author had a duodenal ulcer, which was considered re- 
sponsible for the cardiospasm. The ulcer was subsequently re- 
moved with about three-quarters of the much dilated and 
dropped stomach. The gastric resection presented no great diffi- 
culties, but unfortunately the paper-thin portion of the cardiac 
esophagus prevented a procedure of the Heller type, and the 
technique of Wendel and Sweet had to be used. It was learned 
by postoperative x-ray studies that the esophagus now emptied 
itself without hindrance into the small remaining part of the 
stomach and from thence into the jejunum. There was no evi- 
dence of regurgitation or of excess acid production, yet, in 
spite of an apparently good mechanical and anatomical function, 
the patient did not improve satisfactorily and was stil! weak, 
listless, underweight, and without appetite. In the second patient 
the diagnosis was not made until severe pain and vomiting had 
developed. X-rays taken then revealed a huge megaesophagus, 
and delayed emptying of the filled esophagus, which some- 
times remained full of ingested food for several days. This 
anatomic dilatation had apparently developed within a com- 
paratively short time, as shown by the comparison of the x-rays 
taken in 1950 and again in July, 1951. Although the circum- 
ference of the esophagus has not changed greatly since the 
operation, the organ is now capable of emptying itself in 4 
continuous, steady stream without hindrance. The first of the 
two patients had an esophagus that was thin, atrophic, and 
without proper neuromuscular function opposing a ring-like 
narrow thickening at the cardia itself. It appears related to the 
syndrome described by Ingelfinger and Kramer in six patients 
at the Massachusetts General Hospital. They call it dysphagia 
from a contractile ring. The second of Haas’s patients had a 
thickened, hypertrophied, and partly fibrotic esophagus. The 
terminology, symptomatology, and diagnosis of this abnormal 
muscular control of the esophagus and cardia are discussed on 
the basis of literature reports, and various surgical procedures 
are mentioned and explained by diagrams. Literature repor's 
indicate that about 80% of cases of achalasia can be cured by 
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forceful mechanical dilatation. The patients who need surgery 
may be treated by the Heller, Groendahl, or Wangensteen pro- 
cedures, transthoracic or abdominal, according to their needs. 
The Heller procedure offers the advantage of keeping esophagus 
and cardia in situ. In other words, it does not interfere with the 
cardial mechanism that prevents regurgitation. It applies Ramm- 
yedt’s principle to the muscle of the cardia. This procedure 
may be suitable for the majority of cases, but meets difficulties 
in the cases that apparently are caused by atrophy of the esopha- 
geal wall above a well or overfunctioning cardia. Each lesion 
has to be treated according to its own merits and difficulties; 
generalization is impossible. 


In Support of Surgical Removal of Small Ulcerating Lesions 
of the Stomach Without Benefit of Medical Treatment. J. E. 
Strode. Surg., Gynec. & Obst. 98:607-618 (May) 1954. 


Strode’s observations were made in Hawaii where 40% of 
the population is Japanese. His study of 840 surgical records, 
which included operations for duodena! ulcer, gastric ulcer, and 
gastric carcinoma, revealed that carcinoma of the stomach occurs 
in Japanese approximately two to two and a half times as fre- 
quently as it occurs in caucasians and most other races. For 
this reason, the dangers and disasters of treating ulcers of the 
somach medically were frequently brought to his attention. The 
factors that make medical treatment of all ulcerating lesions 
of the stomach a hazardous experiment are, in their sequence 
of importance, (1) the ever present possibility that the lesion 
is or will become malignant; (2) the possibility of perforation; 
(3) the possibility of hemorrhage; and (4) intractability of the 
ulcer resulting in varying degrees of invalidism. No ulcer of 
the stomach, however innocuous it may appear to be by all 
methods of investigation now at our command, can be con- 
sidered benign until proved so by microscopic study. Even study 
of serial sections may be necessary to rule out malignancy. 
From 10 to 20% of all clinically benign ulcers are ultimately 
proved to be malignant. Attempts to cure or long alleviate the 
suffering of gastric cancer have proved disappointing. Improve- 
ment will come about only when the diagnosis of cancer is 
made microscopically and not preoperatively by the clinician. 
The results of medical treatment of gastric ulcers have been 
disappointing and offer no assurance against the development 
of many serious complications. Gastric resection is both a safe 
and a satisfactory procedure for gastric ulcers. An individual 
harboring a small gastric ulcerating lesion is 100 to 150 times 
more likely to have a gastric carcinoma than is the population 
as a whole. These facts indicate that all ulcers of the stomach 
are a surgical problem from the moment such a diagnosis is 
made. 


Postoperative Pseudomembranous Enterocolitis. J. D. Pettet, 
A. H. Baggenstoss, W. H. Dearing and E. S. Judd Jr. Surg., 
Gynec. & Obst. 98:546-552 (May) 1954. 


Pseudomembranous enterocolitis is relatively rare. Increas- 
ing attention to this surgical complication in recent years raised 
the question of a possible relationship to recently adopted 
methods of therapy. Clinical, laboratory, and necropsy records 
of the Mayo Clinic from 1925 through 1952 were reviewed, and 
107 cases in which the diagnosis had been confirmed at necropsy 
and in which pseudomembranous enterocolitis occurred after re- 
cent surgical procedures were found, but only 94 were consid- 
ered suitable for this analysis. There has been no statistically 
significant increase in the incidence of postoperative cases of 
generalized pseudomembranous enterocolitis at the Mayo Clinic 
during recent years, but the fact that in 28 years 94 patients 
died during the postoperative period with this intestinal lesion 
at one clinic shows that clinicians should be aware of the possi- 
bility of its occurrence. Two causative factors have been sug- 
gested; the first is that of Penner and Bernheim, who believed 
that shock was the one common condition present in all their 
cases, and the second is that of Reiner and associates who sug- 
gested that chlortetracycline (Aureomycin) and chloramphenicol 
are responsible. Observations at the Mayo Clinic do not bear 
out either of these theories. Although most if not all of the 
Patients were in clinical shock at some time prior to death, 
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shock was by no means always the earliest sign, and it usually 
followed other signs of gastrointestinal complications. At 
necropsy, extensive denudation of the intestinal mucosa was 
found, with tremendous exudation of fluid into the lumen of 
the bowel. It would not be surprising to find profound circu- 
latory collapse in patients with such a lesion and it seems 
impossible to determine which occurred first. No single drug or 
drug combination was used with sufficient frequency to indicate 
a direct causal relationship. That there may have been an upset 
in the normal balance of intestinal flora in some of the more re- 
cent cases is suggested by the fact that in five cases culture of 
the feces made at necropsy revealed large numbers of Micro- 
coccus pyogenes and a marked decrease or absence of the usual 
intestinal flora. That an infectious agent may be important in 
the production of this lesion is suggested by the fact that in 71 
of 94 cases some type of septic process was found at necropsy. 
The importance of carcinoma of the colon with obstruction is 
suggested by the fact that in 41 of 94 cases surgical procedures 
were performed because of carcinoma of the colon. Twenty-six 
of these patients had had some degree of preoperative obstruc- 
tion. In all of these cases, the pseudomembranous lesions were 
found proximal to the site of the operative procedure. This and 
the fact that in most of the cases there was marked dilatation 
of the intestine with general peritonitis suggest that intestinal 
obstruction, either organic or adynamic, may be a causal factor 
in this lesion. The normal balance of intestinal flora may be 
upset in some cases by intestinal obstruction, in other cases by 
therapy, and in some cases by factors not yet understood. 


Surgical Aspects of Renal Hypertension. E. F. Word and C. J. 
Coady. J. Internat. Coll. Surgeons 21:447-457 (April) 1954. 


Five men and one woman with renal hypertension were sub- 
jected to unilateral nephrectomy. One man died of a cerebral 
hemorrhage four months after the intervention, and necropsy 
revealed advanced arteriolar nephrosclerosis with a patchy type 
of subintimal necrosis usually associated with malignant hyper- 
tension. The other five patients survived and were followed up 
for three to nine years. They maintained normal blood pressure 
and normal urine. As a result of the vast amount of research 
on the subject of renal hypertension and their own clinical ex- 
perience, the authors express the opinion that there is a small 
percentage of patients with elevation of blood pressure who, 
through careful selection, can be benefited by renal surgical 
treatment. Although the duration of the known rise of blood 
pressure varied, it appears that in many of these patients a rise 
in blood pressure may occur over a period of at least two or 
three years without obviating good surgical results. The patients 
who obtained good results surgically were those whose kidneys 
microscopically showed either a diffuse or a patchy type of 
chronic pyelonephritis, with little or no arteriolar change. If 
arteriolar nephrosclerosis accompanies the pyelonephritis, the 
prognosis must remain guarded, as the disease process has prob- 
ably reached the irreversible stage. It is still impossible to select 
cases with complete accuracy, but now that ballistocardiography 
is becoming more and more important in clinical use there is 
a possibility that it will become another adjunct in the arma- 
mentarium. It is of extreme importance to exhaust all means 
of clinical investigation, namely history, physical examination, 
blood chemistry determination, determination of the filtration 
fraction, intravenous and retrograde pyelographic studies, ex- 
aminations of the urine secreted from each kidney, as well as 
determination of the percentages of excretory dyes eliminated 
from each kidney, aortograms, pneumoperitoneograms, and, if 
possible, chemical assays of the renal pressor substance level, 
before subjecting these patients to operation. 


Treatment of Renal Tuberculosis. J. K. Lattimer. J. Internat. 
Coll. Surgeons 21:489-494 (April) 1954. 


Tuberculosis of the kidneys is still a serious complication of 
pulmonary tuberculosis, in view of the unpredictable and often 
destructive course of the disease if untreated. In order to com- 
pare the effectiveness of different therapeutic regimens, a roent- 
genologic classification of renal lesions was devised. Small 
lesions showed no roentgenographic changes, yet the ureteral 
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urine contained tubercle bacilli on culture. Medium-sized lesions 
showed roentgenologic changes in one calyx. Large lesions 
showed involvement of two or more calyces. Unilateral destruc- 
tive tuberculosis of one kidney, with the other kidney unaffected 
by destructive disease, appeared to be best treated by nephrec- 
tomy. The excision of large lesions was the only method of 
arresting them. Such operations were supplemented by chemo- 
therapeutic measures that were continued postoperatively until 
pyuria disappeared. Partial nephrectomy was employed in a 
limited group of patients in whom the lesion was restricted to 
one portion of the kidney and was in such a position that it 
could be excised. A chemotherapeutic regimen was established 
four months before the surgical intervention and was continued 
for eight months after the operation. For inoperable lesions, a 
chemotherapeutic regimen employing combined administration 
of 1 gm. of streptomycin and 12 gm. of p-aminosalicylic acid 
daily for one year proved to be effective in checking the progres- 
sion of many lesions. Isoniazid, in doses of 300 mg. given daily, 
was added to this regimen and is now being tested. Data from 
a study of 544 patients with genitourinary tuberculosis appeared 
to indicate that modern chemotherapy has at least modified the 
formerly fatal course of renal tuberculosis. 


The Restoration of Main Vessel Patency in Arteriosclerosis 
Obliterans. J. C. Luke. Canad. M. A. J. 70:391-398 (April) 
1954. 


Thromboendarterectomy and vein grafting were employed in 
an attempt at restoration of normal blood flow in eight men and 
one woman between the ages of 36 and 65 with segmental 
arterial occlusion resulting from arteriosclerosis obliterans. The 
symptoms were almost entirely those of intermittent claudica- 
tion, the level and severity of the claudication depending on the 
level and extent of the occlusion. Thromboendarterectomy con- 
sisting of isolating the occluded segment between clamps, longi- 
tudinal incision of the vessel over the blocked area, and removal 
of the organized thrombus and diseased intima was performed 
on the lower aorta and/or common iliac arteries in seven pa- 
tients, and the technique of vein grafting of a segmental occlu- 
sion with a saphenous vein segment inserted into the super- 
ficial femoral artery was used in the remaining two patients. 
Three patients obtained a complete restoration of circulation, 
and two had complete restoration in one leg but only partial 
in the other. Only partial restoration of circulation occurred in 
one of the legs of two patients. In one patient who was operated 
on to avert gangrene of the foot, return of pulses was not ex- 
pected, but the foot improved in color and temperature with 
relief of the ischemic signs and symptoms. Results of thrombo- 
endarterectomy were disappointing in the last patient with loss 
of motor power of both legs and early gangrenous changes of 
the toes of the right foot. This patient had only a partial occlu- 
sion of the lower aorta and consequently the collateral circula- 
tion was not increased to the degrée that occurs in complete 
occlusion. His legs were, therefore, almost totally ischemic as 
a result of the intimal obstruction. The selection of patients for 
these operations should be most carefully done; femoral arteri- 
ography or aortography is essential to this selection. Satisfactory 
results will be obtained in those patients in whom the indications 
for surgery are rigidly followed, namely where the angiogram 
reveals a segmental obstruction of one of the major vessels with 
patent arteries distal to the area of occlusion. The angiogram 
must be a complete one from the lower aorta to the bifurcation 
of the popliteal because multiple areas of partial or complete 
segmental occlusion may be uncovered. The best results will 
be achieved in the younger patients under 55 years of age 
in whom the disease process tends to be major in only one 
area of the arterial tree. In older patients, diffuse arterial in- 
volvement contraindicates this type of surgery. Autogenous vein 
grafting is superior for the smaller arteries and homogenous 
grafts are indicated in the major vessels such as the aorta and 
common iliac arteries. Anticoagulants should be used postopera- 
tively when the procedure has been done on smaller vessels such 
as the superficial femoral artery because the small caliber of 
such an artery makes for more thrombotic possibilities. 
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NEUROLOGY & PSYCHIATRY 


Epilepsy as Result of Long-Continued Shock Treatment. |, 
Foss. Tidsskr. norske laegefor. 74:236-239 (April 1) 1954, ({n 
Norwegian.) 


In nine patients, all having schizophrenia with unfavorable 
prognosis, spontaneous epileptic attacks occurred after pro. 
longed shock treatment. The patients had all received 73 or more 
electroshock and/or Pentrozol treatments; seven had had more 
than 100 shocks. The epilepsy is ascribed to pathological-ana- 
tomic changes brought about in the brain by the long-continued 
treatment. In the patient who died in status epilepticus after 
undergoing only Pentrozol shock, glia proliferation and moderate 
degeneration in nerve cells were found. No history of epilepsy in 
the family could be discovered in any case. While the patients 
were more easily cared for after the intermittent shock treat- 
ments, restriction in the use of treatments involving a large 
number of shocks is advised. 


Contribution to Treatment of Multiple Sclerosis. W. Teusch. 
Wien. med. Wchnschr. 104:289-290 (April 3) 1954. (In Ger- 
man.) 


After adequate removal of foci in the tonsils, teeth, maxil- 
lary sinus, ethmoid ceils, and rarely the frontal sinus or the 
sphenoidal sinus and after a thorough bacteriological examina- 
tion carried out in 41 hospitalized patients with multiple sclero- 
sis, the patients were placed on a balanced diet with additional 
large amounts of wheat germ given in yogurt. For the first four 
weeks, one daily injection of 50 mg. of cocarboxylase was given 
subcutaneously or intramuscularly, or 25 mg. of cocarboxylase 
was given twice a day. Cocarboxylase is phosphorylated thiamine 
and, therefore, corresponds to vitamin B,. A disturbance of phos- 
phorylation may exist in multiple sclerosis. Because of the pro- 
nounced increase of hydrocyanic acid in the serum of patients 
with multiple sclerosis, which was demonstrated by American 
workers, the author’s patients were given daily injections of 5 
to 10 cc. of sodium thiosulfate or magnesium thiosulfate for the 
first four weeks and later three and finally two times a week for at 
least one year. The concept for this part of the treatment was that 
the thiosulfate may form with the hydrocyanic acid a thio- 
cyanogen compound and that its presence in the patient’s serum 
may result in buffering and excretion in the urine. To prevent 
dysfunction of the Escherichia coli flora, an enema of 50 cc. 
of a polyvalent suspension of coli bacilli was given twice a 
week. The most important part of the treatment, to which the 
author attributes the main effectiveness of his method, consisted 
of the intracutaneous administration of the cutaneous vaccine- 
Paul-Novum by scarifying the skin of the upper arm of the pa- 
tient. The basic constituent of this vaccine is an autolysate of 
Bacillus subtilis. The vaccine was given 10 to 12 times at weekly 
intervals. Except for insignificant pruritus in the first few days 
after the application of the vaccine it was well tolerated. The 
patients experienced a pleasant sensation of warmth in the ex- 
tremities and frequently in the scalp. Although the longest 
follow-up of some of the author’s patients was only two years, 
the author reports his method because of the convincing allevi- 
ating effects observed. After discharge from the hospital, the 
patients were given ambulatory treatment by their family phy- 
sician. For the first year, this treatment consisted of two weekly 
injections of sodium thiosulfate, two weekly injections of 
cocarboxylase, two applications of cutaneous vaccine-Paul- 
Novum every month, and one coli enema every three months. 
For the second year one sodium thiosulfate and one cocarboxyl- 
ase injection were given every week, one cutaneous vaccina- 
tion every month, and one coli enema every six months. 


Trigeminal Neuralgia: Pathology and Treatment. G. F. Row- 
botham. Lancet 1:796-798 (April 17) 1954. 


In trigeminal neuralgia (facial tic, or tic douloureux), the 
pain is spasmodic, and occurs in lightning flashes that usually 
are momentary but occasionally last a few minutes. In severe 
cases, the pain may recur many times a day. It is initiated by 
any slight movement of the face, as in chewing or speaking, 
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and a light touch may bring on an attack during which the 
patient remains completely still, often holding a hand near his 
face, as if for protection. This unwillingness to touch the pain- 
ful area is Of diagnostic significance, since in other types of 
facial pain the patient usually rubs his face to get relief. The 
pain commonly originates from a trigger point. No definite 
pathological change in the trigeminal pathways or the contigu- 
ous tissues is found to account for the pain. Organic lesions, 
wich as neuromas and aneurysms, can cause pain indistinguish- 
able from that of trigeminal neuralgia, but in most cases no 
wich lesion is present. Histological studies suggest that the lesion 
is a “perifilamentous adhesive neuritis.” Operations were per- 
formed in 176 of 250 cases observed by the author, who be- 
jieves that it is wrong to render the whole face numb when 
only one area is painful. Only 34 of his 250 patients had pain 
in all divisions, and 172 had no pain in division 1. Spread of 
pain to division 1 is by no means inevitable. The author com- 
ments on the advantage of ganglion injection over complete 
root resection and on the advantages of fractional root resec- 
tion in suitable cases. The intradural approach, though now 
afe in most hands, carries a greater risk to life than the extra- 
dural approach. Intracranial extradural neurectomy of the sec- 
ond division is a valuable procedure in suitable cases, since the 
territory of only the maxillary division of the face need be 
denervated when the pain is confined to this area. Occasionally, 
when doing a fractional root section, the author also does 
neurectomy of the second division when it is essential that no 
fibers of this division be spared, but no fibers of the first division 
sacrificed. With neurectomy of the second division alone, there 
is no danger of paralytic interstitial keratitis or of facial pa- 
ralysis. Extracranial alcohol blocks of the second and third di- 
visions are safe and produce local denervation only, but the 
relief is only temporary. Avulsion of the supraorbital or infra- 
orbital nerve is worth trying in old persons when the trigger 
point seems to be in one of these areas. The relief gained, how- 
ever, is merely temporary. Procaine injection into the gasserian 
ganglion will often bring to an end a bout of trigeminal neu- 
ralgia. Fractional root section by the middle fossa extradural 
approach is the treatment of choice in cases in which the oph- 
thalmic division is not involved. 


Results of Infiltration of Frontal Brain in Extremely Painful 
Conditions. F. Mandl. Chirurg 25:152-157 (April) 1954. (In 
German.) 


Mandl feels that a physician does not have the right to induce 
amental defect in order to free a patient from intractable pain, 
as is the case with prefrontal lobotomy. He resorted to frontal 
brain infiltration with procaine hydrochloride, describing his 
first short-term observations in June, 1950. Since then Bucaille, 
in France, and Popper, in Austria, also reported on frontal brain 
infiltration for intractable pain. Mandl describes three tech- 
niques. The first was devised by himself, the second is an 
adaptation of Scarff’s lobotomy technique and is practically iden- 
tical with that used by Bucaille for infiltration. The third was 
developed by Popper. On the basis of his experiences with all 
three, Mandl feels that Popper’s method produces the best re- 
wults. Popper infiltrates the medullary layer of the frontal brain 
on both sides after penetrating the falx cerebri. He drills only 
one hole. The site of trepanation is determined by a point located 
jem. behind the lateral rim of the orbit, from where a line 9 
cm. in length is drawn perpendicularly upward. The needle is 
!2 cm. in length, and it is advanced into the brain in a frontal 
direction. Penetration of the falx cerebri can be felt, and then 
tcan be determined how much further the needle must pene- 
rate in order to reach the contralateral side of the brain. A 
\% Procaine hydrochloride solution is used, and 15 to 20 cc. 
S injected on each side. Mandl stresses that the most important 
difference between frontal brain infiltration and lobotomy is that 
depersonalization resulted in only one of the 52 patients in whom 
€ performed procaine infiltration. Some patients became 
‘uphoric, and the cachexia of some patients with malignant 
lumors was temporarily improved by an increase in appetite 
and in weight. The intelligence was never impaired. In 15 of 
8 patients with carcinoma, the administration of morphine 
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could be discontinued and in 2 others the morphine dose could 
be reduced. Improvement in pain was obtained in some of the 
10 patients with nonmalignant lesions, but on the whole the 
results in these cases were not very encouraging. Results ob- 
tained by Popper in patients with intractable pain from non- 
malignant lesions suggested that a change in technique might 
insure better results. Improvement in intractable pain in non- 
malignant conditions would be more important because life ex- 
pectancy in such patients is much longer than in patients with 
cancer. Necropsy studies revealed that hemorrhages and foci 
of malacia resulted at the sites of procaine infiltration, but the 
extent of the destruction was not related to the clinical effect. 
The author is unable to explain the mode of action of frontal 
brain infiltration. He is convinced, however, that it is valuable 
and that further improvement of Popper’s technique, such as 
the infiltration of several vertical layers, will be possible and 
will probably be more effective. 


GYNECOLOGY & OBSTETRICS 


Endocrine Management of Chronic Cystic Mastitis of the Breast. 
J. Mark. J. Michigan M. Soc. 53:419-421 (April) 1954. 


Experiments have demonstrated that the liver inactivates estro- 
gens and androgens; that the vitamin B deficient liver will not 
inactivate the physiological effects of estrogens but will con- 
tinue to inactivate the androgens. Therefore, the estrogen-andro- 
gen equilibrium in the body is altered by nutritional deficiency 
that impairs the liver’s ability to destroy estrogens. The im- 
pairment of estrogen inactivation by the liver results in reten- 
tion of estrogen with alterations in the estrogen-androgen equi- 
librium. The clinical evidences of excess estrogen in the female 
are menometrorrhagia, premenstrual tension, cyclic painful 
breast enlargement, and chronic cystic mastitis. The manifes- 
tations in the male are testicular softening and atrophy, dimin- 
ished libido and impotence, and gynecomastia. Mark presents 
observations on 12 women with chronic cystic mastitis who were 
treated with large doses of vitamin B complex and liver. The 
doses prescribed were one tablet of vitamin B complex three 
times daily and one tablet of liver concentrate or 12 brewer's 
yeast tablets divided throughout the day. In addition, the pa- 
tients were placed on a diet high in vitamin B and liver. Treat- 
ment was intensive for two to three months, but pain recurred 
in many cases after therapy was discontinued. Relief occurred 
promptly with resumption of therapy. Breast malignancies de- 
veloped in some of these patients while they were being observed. 
Biopsy should be done in cases of suspicious solitary nodules, 
and subsequently an occasional suspicious area in the breast 
may warrant biopsy. The author feels that the results obtained 
with this treatment warrant its inclusion in the therapy of 
chronic cystic mastitis and related conditions since evidence 
makes it seem probable that continued accumulation of excess 
estrogens in the human body over a long period may be a causa- 
tive factor in the production of neoplastic changes in the breast, 
cervix, and uterus. Certainly, because of the use and abuse of 
estrogenic substances in patients with endocrine abnormalities, 
one should take cognizance of the possible failure of inactivation 
of these hormones in vitamin B deficiency or liver disease. 


Factors of Importance in Pathogenesis of Mammary Carcin- 
oma in Women. M. Straub and E. J. C. Lubbers. Nederl. 
tijdschr. geneesk. 98:756-764 (March 20) 1954. (In Dutch.) 


The mammary glands of 949 women operated on for car- 
cinoma and of 239 women who died from causes other than 
mammary carcinoma were subjected to microscopic examina- 
tion. Diffuse cystic fibroadenomatosis was found in 25.5% of 
the cancer patients and in 9.9% of the control patients. This 
seemed to indicate that mammary carcinoma is two and a half 
times as frequent in women with diffuse cystic fibroadenomato- 
sis as in others. Calculations suggested that diffuse cystic fibro- 
adenomatosis leads to mammary carcinoma in only 4% of 
cases, and follow-up studies revealed similar figures. Mammary 
carcinoma and diffuse cystic fibroadenomatosis were more fre- 
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quently observed in nulliparas than in women with children. 
Local fibroadenomatous changes showed a different behavior 
from those of the diffuse forms. The local form was equally fre- 
quent in women with and without carcinoma, and it was more 
frequently observed in women with children. The incidence of 
the local form increased above the age of 50. The highest fre- 
quency of diffuse forms, however, was observed between the 
ages of 40 and 50. The conclusion is reached that local fibro- 
adenomatous changes do not constitute a factor predisposing to 
carcinoma. Classifying women according to their number of 
children revealed no difference between those with or without 
carcinoma of the breast. The authors conclude that the risk of 
mammary carcinoma is permanently reduced by the birth of the 
first child and that hormonal factors are not of decisive im- 
portance in the pathogenesis of breast cancer. 


Fibroma of the Ovary with Ascites and Hydrothorax—Meigs’ 
Syndrome. J. V. Meigs. Am. J. Obst. & Gynec. 67:962-987 
(May) 1954. 


From reports in the English language with a few in French, 
Italian, and German, 84 patients with Meigs’ syndrome were 
found. The typical Meigs’ syndrome is a fibroma-like tumor 
of the ovary, with fluid in the chest and abdomen. Removal 
of the tumor must cure the patient. These symptoms are very 
characteristic, but laboratory studies are of very little value in 
making the diagnosis. The diagnosis was suggested preopera- 
tively in 31 of the 84 patients. Five of the 84 patients died, 
giving a mortality of 5.9%, but 4 of them died before operation. 
Two patients died because surgery was not performed, one died 
of eclampsia, one died suddenly before operation, and one died 
of a metastatic cancer not related to the fibroma. The remain- 
ing patients all did well. There were no reported recurrences; 
the follow-up was 27 years in one patient, who remained in 
perfect health. These persons with a disease that is fatal if un- 
treated and who are extremely ill at the time of operation are 
a very satisfactory group of surgical patients. 


Oxytocin and Milk Ejection. K. Nickerson, R. W. Bonsnes, 
R. G. Douglas and others. Am. J. Obst. & Gynec. 67:1028- 
1034 (May) 1954. 


Both oxytocin isolated from the posterior pituitary gland and 
a synthetic oxytocin demonstrated definite milk ejection activity 
in 65 lactating women. The amount of milk does not seem to 
be affected by oxytocin, but a so-called “draught” or “ejection” 
reflex is initiated. Milk ejection occurred consistently in these 
women when approximately 0.5 unit of oxytocin was adminis- 
tered intravenously or when 2 units of oxytocin was adminis- 
tered intramuscularly. The only side-effect was a complaint by 
one patient that she experienced a contraction of the uterus. 
These data, combined with those presented. by Newton and 
Newton in 1951, strongly suggest that the milk-ejecting prop- 
erty of oxytocin calls for more clinical trials of this as a thera- 
peutic agent than it has had to date. 


Experience with Hydrazinophthalazine in Hypertensive States 
of Pregnancy. R. L. Sherman and H. L. Riva. Am. J. Obst. 
& Gynec. 67:1074-1081 (May) 1954. 


Results of a clinical trial of hydralazine in 34 pregnant 
toxemic and hypertensive patients are presented. Vasodepressor 
response was achieved in all but one of the 29 patients who 
were given the drug intravenously. Oral and subcutaneous ad- 
ministration did not result in uniform or satisfactory blood 
pressure response. This may have been related to the dosage. 
The theoretical basis for the advantages of this drug appears 
to be the increased renal blood flow with reduction in blood 
pressure and no decrease in cardiac output. No decrease in 
urinary output or increase in albuminuria was noted. No claim 
concerning the reversal of the basic toxemic disease process is 
presented for this drug. Hydralazine is recommended for further 
trial in the control of the hypertensive aspects of preeclampsia 
and hypertension in the pregnant patient. 
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be ade 
Fluid Regulation in Nephritis and Nephrosis of Childhoo, Mee 


E. C. Burke. Minnesota Med. 37:269-274 (April) 1954. vee 
pre 


The author considers the treatment of children with acute Mm contag 
nephritis, chronic nephritis, and the nephrotic syndrome fuse SV 
Using the concepts of fluid and electrolyte metabolism con- Jess OF 
tributed by Gamble, he establishes a rational course of admin. freque: 
istration of salt and water. Only in anuric or oliguric states €s50- compo 
ciated with renal disease should intravenous administration of Jp suZge°! 
fluids and salt be rigidly restricted. Fluids, when ingested Orally child v 
seldom produce aggravation of oliguric or anuric states, In Active 
chronic nephritis, if edema is absent, the intake of salt and water [ME which | 
need not be restricted. Slight hope is offered for increased re. less pri 
covery rates among patients with the nephrotic syndrome 
through judicious use of corticotropin and cortisone. Adqj- 
tional help toward improvement of recovery rates can be eX: 
pected from antibiotics. Complete exclusion of salt from the 
diet alone can produce edema and oliguria. Treatment of the Jow 
salt syndrome requires administration of hypertonic salt soly. 
tions. 
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Constitutional Signs of Asthma in Children. G. J. Hy: 
Maandschr. kindergeneesk. 22:73-84 (March) 1954. (In Dutch.) 


Clinical observations on 187 asthmatic children, who were 
studied and treated in an Asthma Center, revealed that 82 re. 
mained free from attacks after a change in environment. These 
children had a mild form of asthma. The remaining 105 chil- 
dren with a severe type of asthma continued to have attacks 
after admission to the center. A correlation could be demon- 
strated between the frequency of attacks, the clinical symptoms, and dee 
and the outcome of the tests of pulmonary function. This can the cha 
probably be explained by the fact that all three are influenced that the 
by the narrowing of the bronchioles, which in turn results from guaran 
infiltration of the mucous membrane with eosinophilic Jeuko- pigmen 
cytes. With regard to the pulmonary function, observations on ment, | 
these children indicate that the asthmatic condition improves change, 
spontaneously with advancing age; the residual air becomes rela- widely 
tively less and the vital capacity relatively greater. This holds 
true particularly of the milder forms of asthma. On comparing Cancer 
the children with mild and severe asthma with regard to con- Med. § 
stitutional factors, it was found that a family history of asthma, 





























eczema, and other cutaneous lesions is more frequent in the ; a 
severe than in the mild form of asthma. Furthermore, the severe a : 
type of asthma usually starts at an earlier age. This seems to sad shi 
indicate that constitutional factors are more important in the velopm 
severe than in the mild form of asthma. the o 
epidern 

Periporitis Staphylogenes and Other Complications of Miliaria are diag 
in Infants and Children. I. I. Lubowe and H. H. Perlman. during 
A. M. A. Arch. Dermat. & Syph. 69:543-553 (May) 1954. bilicatec 
High temperatures and humidity in the summer of 1952 led nonulce 
to a great increase in the number of cases of miliaria and its Keratos 
complications. While prickly heat, or “heat rash,” is generally carcinot 
recognized as a trivial dermatosis, it is occasionally accompanied ance of 
or followed by dangerous sequelae and complications. The _ le 
acco 


two common complications of miliaria are pustular miliaria, 
better known as periporitis staphylogenes, and the bullous 
variety of impetigo contagiosa, both caused by the Micrococcus 
(Staphylococcus) aureus. Periporitis staphylogenes represents a0 
infection of the deep cutis in all probability due to portal sweal 
closure and subsequent infection with the Micrococcus. Bullous 
impetigo contagiosa, also. due to micrococcic infection, is 4 
superficial infection with the vesicle histopathologically located 
either in the stratum corneum or in the most superficial layer 
of the epidermis. Periporitis staphylogenes has been recognized 
by dermatologists and has been mentioned in the literature 
under a number of different names. The term “furunculosis 
is objectionable and confusing. Periporitis staphylogenes 1s 4? 
infection of the sweat gland and ducts and not of the sebaceous 
apparatus. The preferred treatment for periporitis staphylogen¢ 
is antibiotic therapy, namely, aqueous procaine penicillin >) 
daily intramuscular injections. The use of soothing compresses 
and shake lotions that relieve the acute inflammatory stage M4) 
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pe adequate. If a pyogenic phase exists, then the penicillin 
therapy may be supplemented by nonsensitizing antibiotic oint- 
ments containing bacitracin, neomycin, or erythromycin. The 
prevention of miliaria, periporitis staphylogenes, and impetigo 
contagiosa depends on eliminating those factors that cause pro- 
fuse sweating, by reducing the room temperature, and by using 
jess oppressive clothing. In summer, the infant should receive 
frequent cool baths. Since the authors found that anticholinergic 
compounds seem to reduce hyperhidrosis and dyshidrosis, they 
suggest a trial of the anticholinergic compounds in the young 
child who shows disposition to repeated attacks of periporitis. 
\ctive immunization by means of stock and autogenous vaccine, 
which was popular in the prepenicillin days, would seem to be of 
jess practical importance since the advent of antibiotic therapy. 


DERMATOLOGY 


Hairy Moles Do Become Malignant. A. R. Woodburne, O. S. 
Philpott and J. A. Philpott Jr. Rocky Mountain M. J. 5$1:281- 
182 (April) 1954. 


It is widely accepted among dermatologists that hairy moles 
never undergo melanoblastic changes. Woodburne and associates 
feel that the general acceptance of this concept may be danger- 
ous. They cite the case of a 28-year-old man who had two small 
hairy moles from each of which several long coarse hairs pro- 
tuded. One mole was on each shoulder and had been present 
as long as he could remember. There had been no change until 
the past few weeks, when the lesion on the left shoulder began 
io scale; faint increase in pigment was noticed about its edge, 
and there was some increase in thickness. The lesion was widely 
and deeply excised and on microscopic examination revealed all 
the characteristics of a malignant melanoma. The authors feel 
that the stress placed on hair in a nevus as an almost certain 
quaranty against malignant change should be modified. If a 
pigmented lesion shows increase or satellite extension of pig- 
ment, growth, increase of scaling, erosion, bleeding, or other 
change, whether or not hairs are present, the lesion should be 
widely excised and examined microscopically. 













Cancer of the Skin: Surgical Treatment. J. J. Modlin. Missouri 
Med. 51:364-367 (May) 1954. 


Prolonged exposure to sunlight over many years plays an 
important part in the pathogenesis of skin cancer. Patients often 
show characteristic alterations such as atrophy, pigmentation, 
and shiny appearance of the exposed skin previous to the de- 
velopment of true cancer. The three basic types of skin cancer 
inthe order of their degree of malignancy are melanocarcinoma, 
epidermoid carcinoma, and basal cell carcinoma. Many lesions 
are diagnosed by careful inspection of the face, neck, and hands 
during a routine examination. The ulcerated, centrally um- 
bilicated large skin cancer is easily recognized, while the small, 
nonulcerated lesion is often missed on casual examination. 
Keratoses of the skin may prove difficult to differentiate from 
carcinoma, and, occasionally, lesions that present the appear- 
ace of inflammation may prove to be malignant on biopsy. 
Small lesions at locations where excision of the entire lesion can 
te accomplished should not be subjected to biopsy, but can be 
excised widely and the excised specimen examined histologically, 
tot only for confirmation of the diagnosis but also for evidence 
of adequacy of excision. The prognosis for properly treated 
tancer of the skin is excellent. Of 842 patients with skin cancer 
exclusive of melanocarcinoma) followed for at least five years 
i the Ellis Fischel Cancer Hospital, less than 10% died of 
cancer. Many died of intercurrent disease and of old age. Never- 
theless, of 303 patients treated for epidermoid cancer of the 
skin, 59 died of cancer. Since many of these patients presented 
advanced lesions with a history of previous unsuccessful treat- 
ment, the ratio of one death per five patients is undoubtedly an 
infair estimate of the malignant potentialities of this type of 
cancer. Nevertheless, it does emphasize that the treatment of 
these lesions is not a casual undertaking. This figure also under- 
“ores the necessity of early diagnosis of a lesion that is nearly 
100% curable in its early stages. The outlook for permanent 


‘ure is much better in basal cell carcinoma than in epidermoid 
carcinoma, 
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Dermatomyositis and Pulmonary Cancer. J. Bouton, D. Men- 
doza and J. J. Ravera. T6rax 2:417-434 (Dec.) 1953. (In 
Spanish.) 


The combination of dermatomyositis and pulmonary cancer 
is rare. The authors report two cases of dermatomyositis that 
masked the symptoms of carcinoma of the lung and paralleled 
its course. Dermatomyositis followed a severe course with acute 
pruritus, facial and peripheral edema, the characteristic skin 
lesions, acute muscular and articular pain, progressive anemia, 
asthenia and myasthenia with invalidism, and cachexia. In one 
of the patients, the cutaneous lesions consisted of facial 
telangiectasia, facial erythema simulating lupus erythematosus, 
and moderate diffuse erythema. In the other patient, there was 
a diffuse pigmentation simulating Addison’s disease, which was 
extremely marked in the face. The visceral striated muscles were 
greatly involved with consequent dysphagia, dysphonia, dyspnea, 
and stagnation of the bronchopulmonary secretions, as shown 
by roentgen examination of the respiratory tract. Biopsies of 
the skin and muscles showed changes typical of dermatomyositis. 
Early pulmonary symptoms were cough and chronic bronchitis. 
The roentgen examination of the thorax showed a pulmonary 
tumor, mediastinal adenopathies, and visceral metastases. Acute 
chest pain, purulent bronchorrhea, and supraclavicular adenop- 
athy appeared in a second stage of the disease. A biopsy of 
the area of adenopathy showed metastatic Malpighian epithe- 
lioma. Both patients had a colloidal goiter, the symptoms of 
which were marked in one case and mild in the other. The 
patients died six and nine months, respectively, after appearance 
of the symptoms of dermatomyositis. Histological studies car- 
ried out in one case showed a diffuse, acute muscular atrophy, 
hyaline degeneration of the muscles, and arteriolar necrosis of 
the interstitial connective tissue. The dermal and epidermal 
changes were typical. A Malpighian epithelioma and cancerous 
lymphangitis were observed in the lung. Metastases were present 
in the submaxillary, cervical, mediastinal, and abdominal nodes 
and in both kidneys. The authors believe that dermatomyositis 
is a musculocutaneous reaction to toxins of cancer and to 
bacteria of the infection that is associated with pulmonary 
cancer. 


OPHTHALMOLOGY 


Pathological Study of Retinoblastoma Treated by Radon Seeds 
and Radium Disks. H. B. Stallard. A. M. A. Arch. Ophth. 
$1:573-588 (May) 1954. 


The irradiation effects on retinoblastoma were studied patho- 
logically in eight excised eyes. Clinical facts are reported from 
Stallard’s group of 36 patients (37 eyes) with retinoblastoma, 
16 treated by radon seeds (1934-1948) and 21 by radium disks 
(1948-1952), as well as from 30 additional patients with irradi- 
ated retinoblastoma collected from the literature. When one- 
third or less of the retina is involved in a retinoblastoma, there 
is reasonable hope that it may be destroyed by radiation therapy. 
With very few exceptions, the results are bad when one-half or 
more of the retina is already destroyed. In such cases, retinal 
detachment is generally present or, if it is not already so, will 
almost certainly occur after irradiation. Later sequelae are severe 
intraocular hemorrhage, iridocyclitis, complicated glaucoma, 
and endophthalmitis. Irradiation often fails when the choroid 
is infiltrated. It would, therefore, seem advisable in such ad- 
vanced cases to excise the eye with 10 mm. of the optic nerve 
and to give postoperative irradiation to the orbit. In no case 
was irradiation of the eye worth while when half or more of 
the retina was involved in the growth. The irradiation dose is 
still empirical. The neoplasm in some patients is more radio- 
sensitive than in others. The retinoblastoma is more sensitive 
than the more highly differentiated neuroepithelioma. A dose 
of 2,500 to 3,500 r at the summit of the neoplasm is generally 
effective. It is desirable to bring the therapeutic apparatus as 
close as possible to the target and to hit hard and quickly with 
a concentration of radiation that is known to be both effective 
and reasonably safe for the eye. To achieve this, radium disks 
made to fit the scleral curvature evenly are better than radon 





1290 MEDICAL LITERATURE ABSTRACTS 


seeds and the other applicators so far used. This technique is 
preferable to long-range treatment with heavy doses from 
radium needles fixed in Columbia paste plaques or from the 
radium “bomb,” for both of these methods are disastrous for 
the eye and are often quite ineffective in destroying the nec- 
plasm. Although deep x-ray treatment is successful in many 
cases in which less than one-third of the retina is affected by 
the neoplasm, it has the technical disadvantages of protracted 
treatment and difficulty of maintaining the necessary immobility 
of a child’s head. It also produces a higher incidence of serious 
complications than the application of either a radium disk or a 
radon seed. 


Oxygenation and Retrolental Fibroplasia. T. H. Ingalls and N. 
Purshottam. New England J. Med. 250:621-629 (April 15) 1954. 


Ingalls and Purshottam review the present status of knowl- 
edge on the causation of retrolental fibroplasia. So many studies 
incriminating the incubator have been published that the sig- 
nificance of its role appears to be established. It is not yet settled 
whether the causative mechanism is to be viewed as a relatively 
simple toxic effect of hyperoxia or as a more complex one. 
Clinical and epidemiological observations in many parts of the 
world confirm the hypothesis that excessively high concentra- 
tions of oxygen may initiate abnormal development of the 
vascular system of the premature retina and ultimately result 
in blindness—and doubtless still undetermined effects on other 
tissues of the body. Other factors in addition to oxygen, such 
as excessive warmth and humidity, electrolyte shifts, antioxi- 
dants, and enzyme derangements probably influence onset and 
severity of the condition. Clinical, experimental, and epidemi- 
ological evidence is reviewed to show that the anomaly of the 
retinal vascular system has been prevented by careful attention 
to optimal supply of oxygen. As the incubator-induced form of 
the disease is brought under control, it seems likely that a more 
intractable, sporadic form will emerge that is brought on by a 
concatenation of circumstances involving repeated or prolonged 
bouts of anexia and some of the factors listed above. 


The Hyperophthalmopathic Type of Graves’ Disease: 19 Cases 
Treated with Pituitary and Orbital Roentgen Irradiation. P.-O. 
Gedda and M. Lindgren. Acta med. scandinav. 148:385-403 
(No. 5) 1954. (In English.) 


The pathology, pathogenesis, and clinical and differential 
diagnosis of Graves’ disease are discussed and 19 patients treated 
with roentgen irradiation are described. In 10 cases, roentgen 
treatment was given to the hypophysis and the posterior portion 
of the orbits; in 6 of the other cases such treatment was fol- 
lowed by irradiation of the anterior part of the orbits. In the 
remaining three, roentgen therapy was limited to the orbits. The 
observations made suggest that roentgen irradiation of the 
region of the hypophysis depresses any increased thyrotropic 
activity of the anterior lobe of the pituitary, because hyper- 
thyroidism always disappeared after such treatment. In the 16 
cases in which the patients received roentgen therapy of the 
pituitary region, the posterior part of the orbits was also irradi- 
ated. The improvement in the state of the eyes after treatment 
may thus be ascribed partly to depression of the thyrotropic 
hyperactivity of the pituitary and partly to the direct effect of 
the irradiation of the orbital tissue. In those cases in which the 
above-mentioned type of treatment did not produce satisfactory 
results, roentgen treatment was extended to include irradiation 
of the anterior part of the orbits. This supplementary treatment 
may improve the results, provided connective tissue prolifera- 
tion behind the bulbs is not excessive. In the treatment of acute, 
rapidly progressing eye symptoms, roentgen irradiation of the 
orbits only can produce dramatic improvement and should, there- 
fore, be started without delay. This treatment is not, however, 
aimed at the cause; therefore, it should be followed by irradi- 
ation of the pituitary region. The doses used produced no de- 
monstrable undesired effect on the other functions of the 
hypophysis. Early recognition of this type of Graves’ disease 
is important, and treatment should be started as soon as pos- 
sible. Thyroidectomy, treatment with thiouracil compounds, and 
radiotherapy of the thyroid gland are contraindicated. 


J.A.M.A., July 31, 1954 


OTOLARYNGOLOGY 


Further Observations on Effect of Cortisone and Corticotropiy 
(ACTH) in Treatment of Allergic Rhinitis. J. P. Stewar and 
M. Z. Kawa. J. Laryng. & Otol. 68:193-210 (April) 1954. 


Stewart and Kawa report on the use of cortisone in allergic 
rhinitis of 56 patients. The most dramatic symptom is an attack 
of sneezing that generally occurs in the morning but may also 
be precipitated by a sudden change in atmospheric and tempera. 
ture conditions. This is followed by nasal obstruction tha; is 
followed by a copious clear discharge. Many patients with per 
sistent but intermittent nasal obstruction and discharge give , 
history of sneezing. Before initiating corticotropin and cop). 
sone therapy, roentgenoscopy of the patient’s chest js done 
because these hormones are contraindicated in pulmonary tuber. 
culosis. The urine is examined to exclude diabetes, Cortisone 
acetate suspended in saline for injection, as tablets for ora) 
administration, or as a spray for local application to the nos: 
was employed in this series. The most satisfactory results fo). 
lowed the method of intramuscular administration. Ten to 25 
mg. of cortisone suspension was given intramuscularly every 
six hours for a period of five days according to age of the patient 
and response. After this “initial treatment,” a similar dose was 
given on three consecutive days in the first week following the 
initial treatment, for three doses on alternate days in the second 
week, for two injections spaced equally in the third week, and 
finally one dose in the last or fourth week, and this was desig. 
nated as the “maintenance treatment.” If the oral method was 
chosen, one tablet containing 50 mg. of cortisone was taken 
every six hours during the stay in the hospital, and thereafter 
the dosage was gradually reduced. Corticotropin was given 
intramuscularly in individual doses of 10 to 25 units depending 
on the response. A good proportion of the patients so treated 
have been free of symptoms or greatly improved. The prog. 
nosis is most favorable in the younger age group. Small doses 
of corticotropin and cortisone are safe and sufficient; larger 
doses are unnecessary and may lead to undesirable side-effects, 
The authors recommend a further course of maintenance treat- 
ment each year in patients who have improved but then relapsed. 


“Rubeolic Embryopathy”: Its Importance as Cause of Congeni- 
tal Deafness. A. Bosatra. Minerva otorinolaring. 4:6-12 (Jan. 
Feb.) 1954. (In Italian.) 


Rubella occurring in a woman during the first four months 
of gestation may produce severe lesions in the embryo that 
will result in malformations. French authors have classified the 
group of malformations secondary to this infection as “rubeolic 
embryopathy.” According to statistics, deafness is the common- 
est of these malformations; its incidence is higher than that 
of abnormalities of the eyes and the heart. Studies have indi- 
cated a relationship between the time of pregnancy at which 
rubella occurs and the types of embryonic malformations. The 
virus affects mainly tissues that are in a phase of active prolifera- 
tion. The rate of deafness caused by rubella occurring during 
the first month of pregnancy is moderate, it is higher when the 
infection occurs during the second month, and it persists high 
when it occurs during the third month. This form of deaf- 
ness is due to lesions of the inner ear. If the virus is present 
within the first 60 days of gestation, malformations of the bone 
and membranous structures of the inner ear will follow. On 
the basis of histological studies, several authors have reported 
that in these cases the longitudinal axis of the cochlea is shor! 
and deviated and the coils are imperfectly wound. The cochlear 
duct is altered and the structures in it are sometimes almost 
unrecognizable. The calcification of the capsule may also be 
altered. When the infection occurs later in pregnancy, the bone 
structures are less altered, and the lesion involves mainly the 
stria vascularis and the fine vascular network of the inner ea! 
with congestion and degeneration of the tunica of the vessels. 
Later or at the same time, the virus affects the structures ot 
the cochlear duct and especially of the organ of Corti wit! 
degeneration and alteration of the arrangement of the cells and 
pillars. The tectorial membrane and Reissner’s membrane be- 
come fibrous or swollen; the latter is loosened and may some 
times seem to adhere to the organ of Corti. Lesions of the 
vestibule are less frequent and are considered less severe than 
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those of the cochlea. It is difficult to explain the tropism and 
predilection of the virus for some tissues and organs. The pos- 
bility of using prophylactic means to prevent rubeolic em- 
pryopathy remains a problem. Some authors have proposed 
jrenteral administration of gamma globulin or serum of pa- 
tients recovering from the infection; others think that, by induc- 
ing the infection in young girls, a permanent immunity will be 
obtained; and still others feel that induction of abortion is the 
best treatment. This, however, aside from humane and moral 
considerations, may prove unjustified, because maternal rubella 
occurring during the first four months of pregnancy has not 
resulted in rubeolic embryopathy in 100% of cases. 


THERAPEUTICS 


sensitivity to Atropine in Anhidrotic Heat Exhaustion. G. O. 
Horne. Tr. Roy. Soc. Trop. Med. & Hyg. 48:153-155 (March) 


1954. 


In anhidrotic heat exhaustion, exposure to heat leads to dis- 
proportionate symptoms of exhaustion and elevation of tempera- 
wre. The cause is deficiency of sweating. An unusual clinical 
accident induced Horne to investigate the effect of atropine in 
snhidrotic heat exfaustion. It was found that patients with 
snhidrotic heat exhaustion were more susceptible to atropine than 
normal persons, not only immediately after clinical recovery 
when the sweat glands might not have resumed their normal 
function, but also in the succeeding year, when there was no 
evidence of sweat gland dysfunction and the skin was normal. 
it was not possible to discover whether the sensitivity to atro- 
pine was a direct result of having had anhidrotic heat exhaus- 
tion or whether it was due to some constitutional abnormality 
of the structure, function, or number of sweat glands. A his- 
ory of anhidrotic heat exhaustion requires caution in the use 
of atropine and other drugs with a similar action on sweat 
glands, since sensitivity to these drugs may have serious con- 
quences, especially in a hot climate. In the tropics, heat stroke 
has been recorded following the administration of atropine as 
a premedication for anesthesia and as treatment for duodenal 
ulcer, In the United States, patients with Parkinsonism have 
died of heat stroke while under treatment with belladonna 
alkaloids. Some of the newer antispasmodic and antihistaminic 
drugs also have a potentially dangerous anhidrotic effect. 


Pseudomonas Pyocyanea Meningitis Successfully Treated with 
Polymyxin. D. H. Trapnell. Lancet 1:759-761 (April 10) 1954. 


Trapnell presents the case of a boy, aged 5% years, who was 
admitted to hospital for reexploration of a cervical cord ependy- 
moblastoma after a course of deep x-ray therapy. Eight days 
after operation, a small cerebrospinal fluid fistula developed at 
the upper end of the incision, which closed within two days. 
Two days later meningitis was diagnosed. The causal organism, 
Pseudomonas pyocyanea, was resistant to sulfonamides, peni- 
cillin, chlortetracycline (Aureomycin), oxytetracycline, and 
chloramphenicol, but sensitive to polymyxin B. Recovery fol- 
lowed a long course of intrathecal and intramuscular adminis- 
ration of polymyxin B. Previously unrecorded toxic effects of 
polymyxin therapy were observed in this case, namely, severe 
eosinophilia and xanthochromia of the cerebrospinal fluid. 
Other toxic effects observed were nausea and malaise, pain at 
the injection site, pain down the legs and in the back follow- 
ing intrathecal injections, and sacral edema. These effects dis- 
appeared in spite of continued polymyxin therapy. Transient 
nid albuminuria with cylindruria was also present. 


Neurological Complications of Treatment of Tuberculosis with 
oniazid. G. W. Klinghardt, K. L. Radenbach and S. Mrowka. 


Wien, med. Wehnschr. 104:301-306 (April 10) 1954. (In Ger- 
man.) 


Of I tuberculous patients with neurological complications 
‘curring in the course of treatment with isoniazid, 4 had poly- 
‘uritic manifestations. Neurological examination revealed a 
definite reduction of the surface sensitivity with a paresthetic 
‘omponent, while the deep sensitivity was not impaired. The 
Polyneuritic manifestations were observed particularly in pa- 


tients Who had been given daily doses of more than 12 mg. of 


MEDICAL LITERATURE ABSTRACTS 1291 


isoniazid per kilogram of body weight. A burning foot syn- 
drome was observed in two of these. Exploratory excision of 
muscle and nerve tissue from the right distal leg of one of these 
patients and microscopic examination of these tissues revealed 
severe demyelination of the peripheral nerves in the skin and 
muscles, particularly of the terminal portions of the nerves. There 
was atrophy of muscle with sarcolemmic proliferation of nuclei 
and edema of the connective tissue bundles in the subcutaneous 
tissue. The burning foot syndrome has a close clinical relation- 
ship to pellagral cutaneous disturbances and psychoses. The 
syndrome did not subside during treatment with nicotinic acid 
amide, and milder polyneuritic manifestations did not disappear 
more rapidly after administration of vitamin B complex or vita- 
min B. than after discontinuation of isoniazid therapy. The 
polyneuritic manifestations did, however, disappear more rapidly 
after temporary discontinuation of isoniazid therapy combined 
with daily parenteral administration of 100 mg. of pyridoxine 
hydrochloride. In several patients, the polyneuritic manifesta- 
tions subsided as a result of pyridoxine hydrochloride therapy 
alone, although administration of isoniazid was continued and 
the dosage of it was increased. Vitamin Bs deficiency may be 
considered as the cause of most of the polyneuritic complica- 
tions associated with isoniazid therapy. Other undesirable side- 
effects of isoniazid therapy were mononeuritis and functional 
disturbances of circulation in the extremities and evidences of 
motor stimulation such as fibrillation, fasciculation, and spasms. 
A disturbance of micturition that was observed in only one pa- 
tient possibly was of spinal origin. Epileptic convulsions occur- 
ring in two patients required discontinuation of treatment. 
Transient disturbances of equilibrium and vision, somnolence, 
and nausea and vomiting were observed in patients who received 
large daily doses of isoniazid. In two alcoholic patients, daily 
doses of 10 mg. of isoniazid per kilogram of body weight and 
ingestion of small amounts of alcohol caused an effect similar 
to that of disulfiram (Antabuse) or a pathological condition of 
drunkenness. The neurological complications of isoniazid therapy 
are reversible, and most of them can be prevented. 


Treatment of Thyrotoxicosis with Potassium Perchlorate. M. E. 
Morgans and W. R. Trotter. Lancet 1:749-751 (April 10) 1954. 


Potassium perchlorate inhibits the uptake of radioactive 
iodine by the thyroid of animals as well as of man, and it has 
been used in the treatment of patients with thyrotoxicosis. Mor- 
gans and Trotter tried potassium perchlorate in the hope that 
it might prove effective in controlling thyrotoxicosis, without 
exposing the patient to the risk of the toxic side-effects some- 
times seen with the thiouracil drugs. Perchlorate acts only on 
the iodide-concentrating mechanism of the thyroid. Thiouracil, 
on the other hand, leaves this mechanism unaffected but pre- 
vents the oxidation of iodide and its subsequent incorporation 
into protein molecules to form thyroglobulin. Thiouracil is, 
therefore, effective whatever the concentration of iodide in the 
blood; but perchlorate would become ineffective with blood 
iodide levels sufficiently high to raise the concentration within 
the thyroid to the level normally attained by the gland’s iodide- 
concentrating mechanism. A patient in whom thyrotoxicosis is 
controlled by perchlorate would be liable to relapse if his blood 
iodide level were suddenly raised, for example, by the adminis- 
tration of an iodide-containing cough medicine. This is a theo- 
retical difficulty, but so far the authors have not observed it. 
It might also be expected that, if a thyrotoxic patient is prepared 
for operation with perchlorate, similar difficulties would arise 
when iodide is added during the final stages to reduce the vascu- 
larity of the goiter. Potassium perchlorate was made up in tablets 
containing either 50 or 200 mg. These were administered either 
once or twice daily. The patients were usually seen at monthly 
intervals. In a dosage of 400 mg. daily, potassium perchlorate 
was effective in controlling thyrotoxicosis in most patients. The 
rate of response appeared to be somewhat slower than with 
methyl thiouracil, and, in one of 25 previously untreated pa- 
tients, control was not complete. When patients receiving main- 
tenance doses of methyl thiouracil were given potassium per- 
chlorate instead, control of the thyrotoxicosis was maintained in 
all but 2 of 64. The average dosage necessary was two to four 
times that of methyl thiouracil. No toxic effects were seen in 108 
patients treated with potassium perchlorate, except signs of 
gastric irritation in two patients with a history of dyspepsia. 








1292 





J.A.M.A., July 31, 1954 


BOOK REVIEWS 


Disability Evaluation: Principles of Treatment of Compensable Injuries. 
By Earl D. McBride, B.S., M.D., F.A.C.S., Assistant Professor in Ortho- 
pedic Surgery, University of Oklahoma School of Medicine, Oklahoma 
City. Fifth edition. Cloth. $15. Pp. 715, with 375 illustrations. J. B. Lippin- 
cott Company, 227-231 S. Sixth St., Philadelphia 5; Aldine House, 10-13 
Bedford St., London, W.C.2; 2083 Guy St., Montreal, 1953. 


This book has been revised to include a brief description of 
the causal relation of injury to disease, in addition to a more 
elaborate disability-rating schedule. There are numerous detailed 
tables and illustrative figures accompanied by informative read- 
ing matter regarding industrial injuries. These injuries are 
covered in a well-organized discussion beginning with a general 
description of examination of the injured worker and including 
a detailed description of specific injuries. Each injury is con- 
sidered from the standpoint of cause, treatment, disability evalu- 
ation, and readjustment possibilities. In this book the physician 
who is entrusted with the care of the injured worker has an 
excellent guide from the standpoint of disability rating as well 
as from the standpoint of advising a handicapped worker as to 
a future vocation. A unique feature is the author’s composite 
schedule of approximate evaluations for partial permanent dis- 
ability. This is a compilation of many rating schedules. It is 
amply illustrated with cases. There is much valuable information 
throughout the book in regard to workmen’s compensation laws. 
The chapter on malingering is good, and the chapter on “the 
industrial back” is one of the best. No information relative to 
“reflex dystrophy” of either the upper or the lower extremity is 
included. There is an adequate index and bibliography. 


Nobel Prize Winners in Medicine and Physiology, 1901-1950. By Lloyd 
G. Stevenson, M.D., Ph.D. Cloth. $6.50. Pp. 291, with illustrations. 
Henry Schuman, Inc., Publishers, 20 E. 70th St., New York 21, 1953. 


This book succinctly depicts a half-century of achievement 
in medical science as expressed in the awards of the Nobel Prize 
for Physiology and Medicine. As is well known, an annual 
award is presented to “the person who shall have made the 
most important discovery” in this domain, be it a single drama- 
tic innovation such as the discovery of insulin or an accumula- 
tion of important facts that shed light on a wide area of knowl- 
edge. Whatever the nature of the discovery, this book provides 
an engaging account of each prize winner in medicine and 
physiology—first, by a short biographical sketch; second, by 
a passage in which the winner describes the prize discovery in 
his own words; and, third, by a brief editorial explanation of the 
meaning and importance of the work. The quotations, for the 
most part, represent excerpts from the Nobel lectures delivered 
in Stockholm at the time of the presentation of the prize. As a 
source book of concise information, this volume will prove 
most useful. 


Psychosomatic Case Book. By Roy R. Grinker, M.D., Director, Institute 
for Psychosomatic and Psychiatric Research and Training of Michael 
Reese Hospital, Chicago, and Fred P. Robbins, M.D., Associate Psychi- 
atrist, Michael Reese Hospital. Cloth. $6.50. Pp. 346. Blakiston Company 
(division of Doubleday & Company, Inc.), 575 Madison Ave., New York 
22, 1954. 


In this case book the authors present the basic principles of a 
psychosomatic approach to medicine by contributing and dis- 
cussing short clinical records of patients with a variety of ill- 
nesses. They introduce their work with the history of a patient 
and raise a number of pertinent questions about him. Their 
purpose is to demonstrate the relationships of psyche and soma 
in health and disease and particularly in certain syndromes. The 
authors are well qualified for the task they have undertaken, 
and they speak with authority in this volume, which is directed 
toward physicians and students. Their approach is analytic and 





These book reviews have been prepared by competent authorities but 
do not represent the opinions of any official bodies unless specifically 
so stated, 


from the standpoint of dynamic psychiatry, but all aspects of 
the patients and the illnesses are taken into account in the Clinical 
evaluations. The language is clear, and the writing is good, jy 
several places the analytic interpretations of symptoms become 
a bit too technical, but on the whole the work is well done. The 
theoretical concepts of psychosomatic medicine are outlined 
and there are excellent chapters on anxiety and remarks ja 
examinations, differential diagnoses, and the formulation of case 
problems. The bulk of the volume is concerned with discussions 
of special syndromes involving the head and the special senses 
and the cardiovascular, gastrointestinal, genitourinary, and other 
systems. The last 40 pages are concerned with therapy and include 
a general summary. A bibliography and an index are appended, 
This book should make instructive reading for practitioner and 
specialist alike. It will give insight into some conditions difficult 
to understand. The volume is actually a case book, and as such 


it is recommended. Bi 


Lehrbuch der organischen Chemie. Von Paul Karrer, Professor an der 
Universitat Ziirich. Twelfth edition. Cloth. $14.20; 59.70 marks. Pp, 949, 
with 6 illustrations. Georg Thieme, Diemershaldenstrasse 47, (14a) Stut. 
gart-O; (Intercontinental Medical Book Corporation, New York 16), 1954, 


In the four years since the publication of the 11th edition 
of this intermediate text, enough has been published in the field 
of organic chemistry to warrant a 12th edition. Revision on the 
new edition is extensive, even though the main outlines of the 
work are unchanged. A section on electronic theory of organic 
reactions has been added, the tables that were in the back of 
the book have been dropped, and a larger page size is used. 
Persons who do not read German with ease may wish to wait 
for the English translation, but the German is simple. As in the 
past, the book is printed well, is bound sturdily, and is thoroughly 
indexed. Great emphasis is again placed on alkaloids, dyes, 
polymers, and compounds of interest to biochemists and pharma- 
cologists—carotenes, vitamins, sex hormones and other hor- 
mones, and bile acids. 


Carcinoma of the Colon. By Leland S. McKittrick, B.S., M.D., F.A.CS., 
Clinical Professor of Surgery, Harvard Medical School, Boston, and 
Frank C. Wheelock, Jr., A.B., M.D., F.A.C.S., Assistant in Surgery, 
Massachusetts General Hospital, Boston. Publication number 189, Ameri- 
can Lecture Series, monograph in American Lectures in Abdominal 
Viscera. Edited by Lester R. Dragstedt, M.D., Chairman, Department of 
Surgery, University of Chicago, the School of Medicine, Chicago. Cloth. 
$3.25. Pp. 94, with 12 illustrations. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., To- 
ronto, 2B, 1954. 


This monograph, written with clarity, stresses the high recur- 
rence rate following limited removal of a specific lesion and the 
importance of the blood supply and lymphatic drainage from 
the various segments of the colon. No attempt has been made 
to consider this a complete treatise on carcinoma of the colon; 
rather, this is a presentation of some of the practical aspects of 
symptomatology, methods of study, and techniques. Although 
cancer of the rectum cannot be dissociated from that at 4 
higher level, this particular location has not been discussed, 
since the removal of the rectum by Mile’s abdominoperincal 
method or some modification thereof is well standardized and 
widely accepted. Figure 9 on page 74 depicts the technique of 
an end-to-end anastomosis. Although well executed, the draw- 
ings have been so dwarfed as to make the placement of the 
sutures difficult to visualize. It would have been better to have 
had fewer figures on this plate. The discussion of an immediate 
cecostomy should have expounded two techniques: although 
preferable, the placement of a purse-string suture cannot al- 
ways be done because of the thinness of the cecal wall when this 
structure is overdistended. The term “curable cases” should 
have been defined, since some would object to the use of the 
term cure in relation to carcinoma. These minor faults in no way 
detract from the value of this monograph. 


vol. 1: 


ADRE! 
To THE 
funct 
labor 
urina 
the r 
cotro, 
modi 
units 
hours 
gel fc 
spons 
waler 
cienc) 
tients 
who | 
proce 
as to 


ANSW 
regardec 
tion, in 
not fea: 
0%, fe 
of cortic 
ring 10 
fusion © 
a diagnc 
adrenal 
to four « 
venous] 
similar | 
should | 
rations, 
tion of 
of the R 
evaluati¢ 
instance 
crete les 
after wa 
suggesti 
tion sin 
many o' 
given in 
scribed ¢ 
therapy 
patients 
tropin it 
tive surs 




















HANDS 
To THE 

comm 
tion ri 
hands 
custor 


This i 
replies f 


ANSW 
i childr 
factor iy 


Mcificall 
® postal 
tame and 








S of 
nical 
l. In 
Ome 
The 
ned, 
} On 
Case 
ions 
Nses 
ther 
lude 
ded. 
and 
icult 
such 


| der 


Stutt- 
1954, 


tion 
field 

the 

the 
anic 
< of 
sed. 
wait 

the 
ghly 
yes, 
‘ma- 
hor- 


C.S., 


gery, 
meri- 
ninal 
at of 
loth. 
1-327 
Ltd., 


cur- 
the 
rom 
ade 
lon; 
s of 
ugh 
it a 
sed, 
neal 
and 
> of 


the 
ave 
liate 
ugh 
al- 
this 
yuld 
the 
way 


Vol. 155, No. 14 


1293 


QUERIES AND MINOR NOTES 


ADRENAL CORTICAL FUNCTION TEST 

To THE EDIT or:—What constitutes an adequate adrenal cortical 
function survey that can be performed in the usual hospital 
laboratory without facilities for doing the more complicated 
urinary corticoid studies? I specifically request information on 
the relative merits of the 4 hour aqueous solution of corti- 
cotropin (ACTH) given intramuscularly and the newer Thorn 
modification (10 hour eosinopenic response to the 20 10 25 
ynits of aqueous corticotropin given intravenously over eight 
hours or 20 units of prolonged acting corticotropin in the 
gel form given intramuscularly with 10 hour eosinopenic re- 
sponse). What is your opinion of the Robinson-Power-Kepler 
water diuresis test in screening out adrenal cortical insuffi- 
ciency? This is important in another respect: evaluating pa- 
tients who had taken cortisone for some months previously and 
who now are candidates for elective but necessary surgical 
procedure. Can this group of patients be adequately screened 
as to which one should require supplemental cortisone? 


M.D., Illinois. 


ANSWER.—The eosinopenic response to corticotropin may be 
regarded as a fairly reliable indicator of adrenocortical activa- 
‘jon, in situations in which urinary corticoid determinations are 
not feasible. A decrease in circulating eosinophils of at least 
9%, four hours after the intramuscular injection of 25 I. U. 
of corticotropin in aqueous solution, or a fall of 75-100% occur- 
ring 10 hours after the beginning of an 8 hour intravenous in- 
fusion of 20 I. U. of corticotropin should exclude, in general, 
adiagnosis of primary adrenocortical insufficiency. Patients with 
adrenal insufficiency secondary to hypopituitarism may need two 
to four days of eight hour infusions of corticotropin given intra- 
yenously before a significant fall in eosinophils occurs. Responses 
similar to those obtained with corticotropin used intravenously 
should be observed with highly potent corticotropin gel prepa- 
rations, although the rare possibility of intramuscular inactiva- 
tion of corticotropin should be considered. In general, part 2 
of the Robinson-Power-Kepler water test is not required in the 
evaluation of suspected cases of adrenal insufficiency. In most 
instances, patients with untreated adrenal insufficiency will ex- 
crete less than 50% of the ingested fluid in a four hour period 
after water administration. This failure of adequate diuresis is 
suggestive, but not pathognomonic of adrenal cortical hypofunc- 
tion since an inability to excrete a water load is observed in 
many other diseases. An eosinopenic response to corticotropin 
given intramuscularly or intravenously of the magnitude de- 
scribed above in a patient who had previously received cortisone 
therapy suggests adequate adrenocortical reserve for surgery. In 
patients showing submaximal eosinopenic responses to cortico- 
opin it is advisable to give supplemental cortisone during elec- 
live surgical procedures. 






















HANDSHAKING 
To tHe Eprror:—As chairman of the Pueblo County’s publicity 
committee, | have been asked to furnish scientific informa- 
lion regarding the question of the spreading of disease through 
handshaking. I would appreciate information regarding this 
custom in relationship to health. 

Eugene B. Ley, M.D., Pueblo, Colo. 


This inquiry was referred to two consultants, whose respective 
plies follow.—Ep. 


ANSWER.—In contagious disease hospitals especially but also 
Ochildren’s hospitals, the hands can be an extremely important 
or in transmitting infection from one patient to another. 
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Postal cards cannot be answered. Every letter must contain the writer’s 
"me and address, but these will be omitted on request. 





But such accidents can be prevented by adhering to the prin- 
ciples of medical asepsis. This includes of course the washing 
of hands whenever contaminated. During World War II, Ham- 
burger (J. Infect. Dis. 75:58-70, 1944) made a study of cross 
infections in Army hospitals. Outside of hospitals and similar 
institutions, mere handshaking probably plays an insignificant 
part in transmission of disease under ordinary circumstances. 
Even persons with fungus infections of the hands might not 
transmit the disease by a momentary clasp of one’s hand, nor 
would apparently healthy typhoid carriers, who would be a 
hazard in contacting foods, be likely to transmit typhoid by a 
handshake with a friend on the street. However, in the event 
of an epidemic disease prevailing in a community it would be 
proper to warn against unnecessary handshaking. But the true 
danger might come from being drawn into close proximity to 
one who harbored pathogenic organisms in the respiratory pas- 
sages. It would not seem wise to undertake the establishment 
of a ban on handshaking unless there is some very exceptional 
reason why such an effort should be made. 


ANSWER.—Dr. Boyd in “Preventive Medicine” (ed. 7, Phila- 
delphia, W. B. Saunders, 1945, p. 27) states: “Hands and fingers 
contaminated with secretions are undoubtedly the most impor- 
tant agencies in contact infection. Their importance is both from 
the standpoint of distribution and collection. . . . It is for this 
reason that the habits of avoiding the unnecessary introduction 
of the fingers into the mouth and nose, as well as the habit of 
washing the hands before eating, are of paramount hygienic 
importance. 

“Direct approximation of the body surfaces of two different 
individuals, such as that which occurs during a handclasp, will 
effectively transmit infective agents present on one to another, 
under circumstances which of course are altogether favorable 
to the infective agents.” 

It is an accepted fact that food handlers are responsible for 
many outbreaks of Salmonella infections. Here, in many cases, 
the hands are the means of transferring the infection. Most 
boards of health among their regulations state specifically that 
all persons on leaving a sick room where a person with a com- 
municable disease has been lodged shall scrub their hands thor- 
oughly with soap and water. The brighter side of the picture is 
that many bacteria are destroyed by drying and exposure to 
the air. 


SYPHILIS 


To THE Epitor:—/ have a complex problem involving syphilis. 
An 80-year-old man came to me a month ago complaining 
of weakness and black-out spells. A study revealed: blood, 
seronegative; aneurysm of the aortic arch; colloidal gold 
222254432; Pandy test of spinal fluid, an elevated globulin; 
spinal fluid cell count, 19 cells; and nonspecific liver disease 
with icteric index 18 units, cephalin test negative, thymol 26 
units per 100 cc. and total protein 9.5 mg. per 100 cc. At 
this same time the patient's 30-year-old son was found on 
routine check to have 2 Kahn units in his blood. He had been 
checked once a year previously, and his tests had been negative. 
The son’s wife’s test was negative in August, 1953, but now 
has 32 Kahn units, while a baby born to them two months ago 
has a negative serology. The family wants to know if the aged 
father has syphilis and whether the son and his wife could have 
theirs on a congenital basis or whether one of them has ac- - 
quired syphilis since a year ago and if so why it is not seen in 


the baby. M.D., Texas. 


ANSWER.—This problem belongs in the department of utter 
confusion. It is not stated whether the purported aneurysm of the 
aortic arch in the 80-year-old man is fusiform or saccular. If it 
is fusiform, the aneurysm may have no relation whatever to 
syphilis and may represent only physiological arteriosclerotic 
dilatation of the aorta. (Nothing is said of the octogenarian’s 
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blood pressure, which might be important.) If the aneurysm is 
saccular, there is a possibility that it is due to syphilis, but at 
his advanced age, it might be arteriosclerotic also. In patients 
with cardiovascular syphilis, previously untreated, the blood 
serologic test with standard techniques is positive in about 95% 
of the cases. The spinal fluid findings are likewise impossible of 
interpretation without further information. It is stated that the 
spinal fluid contained 19 cells. How soon after the lumbar 
puncture were the cells counted and by whom? Is it certain that 
these cells were white cells and not red cells, and, if so, were 
they lymphocytes? The Pandy test for globulin in the spinal 
fluid is nearly completely unreliable and in all good laboratories 
has been replaced by a quantitative estimation of protein con- 
tent. The abnormal colloidal gold curve could be an expression 
of increased protein in the spinal fluid or could also represent 
laboratory error. Even if these abnormalities are valid laboratory 
tests, they are entirely nonspecific as to syphilis, the only spinal 
fluid abnormality peculiar to syphilis being a positive serologic 
test with complement fixation or flocculation technique. 

Some conflicting laboratory findings are given, which suggest 
that the patient has some form of liver disease but nothing is 
said about this clinically; and the laboratory investigations in 
this direction are incomplete. The family cannot be given, on 
the basis of the information provided in this query, any definite 
statement as to whether the 80-year-old father has syphilis or 
not. Assuming that he does have syphilis, assuming also that 
his 30-year-old son’s blood repeatedly has been seronegative on 
many occasions until the recently weakly positive Kahn test, 
assuming further that the son shows no stigmas of congenital 
syphilis, and assuming still further that the recently positive 
Kahn test has been checked in one or more laboratories in 
order to exclude technical error, it may be said with a fair 
degree of certainty that he does not have congenital syphilis and 
that, if he has syphilis at all, it is probably acquired. Assuming 
further the accuracy of the statement that the son’s wife’s blood 
was seronegative in August, 1953, but now gives a moderately 
positive Kahn test and assuming that this too has been verified 
by repetition, it is at least possible that the son and his wife 
have recently acquired syphilis. 

Why the baby does not have a positive blood test is im- 
possible to answer. It is stated that the wife and mother “now” 
is seropositive, but that a baby born “two months ago” is sero- 
negative. The time relationships of “now” in the mother and “two 
months ago” in the baby are not defined. The baby’s age at the 
time of the negative serologic test is not stated. If the mother has 
syphilis and if the baby is still seronegative at 2 months of age, 
it is still possible that the baby may have a positive blood 
serologic test within the next 2 to 3 months. In the meantime, 
roentgenograms of the long bones should be taken, and the 
blood should be tested at least as often as every two weeks 
until the infant is 4 to 5 months old. 


POSTMENOPAUSAL BLEEDING 

To THE Epitor:—Is the chief of staff of the departments of 
obstetrics and gynecology in an accredited hospital with resi- 
dent training, justified in making the following standard opera- 
tive procedure, without exception: A total hysterectomy with 
bilateral salpingo-oophorectomy is to be immediately per- 
formed on all women who have postmenopausal bleeding, 
without a preliminary diagnostic curettage, biopsy, or Papani- 
colaou stains, in which: (1) the fundus is freely moveable, (2) 
the cervix is clean, and (3) no other cause for her bleeding 
is discernible? M.D.., Florida. 


This inquiry was referred to two consultants, whose respec- 
tive replies follow.—Eb. 


ANSWER.—The standard regulation cited by the correspond- 
ent, based as it seems to be on the incorrect assumption that 
postmenopausal bleeding always means malignant lesion, is un- 
justified and not without danger. The proportion of cases in 
which postmenopausal bleeding has been found to be due to 
malignant lesions varies in different clinics. In one large clinic, 
Cheek and Davis (Am. J. Obst. & Gynec. 52:756, 1946) found 
the incidence of malignant lesions in 514 cases of postmenopausal 
bleeding to be only 36.1%, though this rate is below the aver- 
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age. The fact remains that a surgeon would feel disturbeg if 
anything happened to a patient on whom an unnecessary Pan. 
hysterectomy had been done for postmenopausal bleeding found 
to be due to some such simple benign lesion as an endometria| 
polyp or a senile endometritis. Again, if endometrial cancer is 
present, it is important to establish this by preliminary curg, 
tage so that the preoperative intrauterine irradiation advocated 
by a majority of gynecologists can be employed. 


ANSWER.—It would seem that the all-inclusive rule regard. 
ing postmenopausal bleeding has no foundation. Although jt ;; 
good to assume that every patient with postmenopausal bleed. 
ing has a carcinoma somewhere in the genital tract until on: 
can disprove that it exists, a high percentage do not have cg. 
cinoma; therefore, it would seem that many uteri would py 
sacrificed unnecessarily. Secondly, it is considered superior trea}. 
ment by many specializing in the field of female malignant gj. 
ease to use preoperative radiation in cases of carcinoma of the 
endometrium, and certainly a majority will agree that subclini. 
cal carcinoma of the cervix or endocervical carcinoma is bes 
treated with irradiation and not hysterectomy. It would be good 
policy to make the taking of a smear biopsy of the cervix, cure. 
tage of the endocervix, and curettage of the endometrial cavity 
mandatory in these cases, so that the diagnosis could be estab. 
lished before treatment is instituted. 


SPONDYLARTHRITIS ANKYLOPOIETICA 


To THE Epitor:—An executive, 45 years of age, has chronic 
arthritis of the spine with calcification of anterior spinal liga- 
ment and fusion of cervical, thoracic, and lumbar vertebrae. 
There now is no pain or other disability aside from rigid immo. 
bility and a moderate kyphosis. No skeletal structures other 
than the spine seem to be involved. Antecedent history is of 
much pain and disability that began 25 years ago and was 
attributed to a football injury at that time. Information is 
requested as to whether at this late day any recommendation 
should be made as to possible therapy. My opinion after com- 
plete physical examination is that the condition is now static 
and irreversible and hence no treatment is indicated. Serology, 
blood chemistry, urinalysis, electrocardiographic and chest 
x-ray examination, blood pressure, and routine neurological 
tests are normal. Your judgment would be appreciated as to 
what if anything should be recommended. 


M.D., California. 


ANSWER.—With only a moderate kyphosis present this is 
probably an instance of spondylarthritis ankylopoietica rather 
than rhizomelica as it is not stated that the process advanced 
upward from below. It is in a terminal stage with rigidity and 
no pain. Any football trauma may have aggravated the process, 
or, if compression fracture of any vertebral body had occurred, 
it would now be demonstrable with deformed and narrowed 
vertebral corpus seen in a lateral view roentgenogram. The 
changes are irreversible, and no treatment is indicated unless 
kyphosis is so severe that the patient stands with head flexed 
and looks at the ground. For this condition osteotomy of one 
or more dorsal vertebral bodies, followed by corset fixation in 
a corrected upright position, could be done by some few sur 
geons. To avoid increase of kyphosis, if noticed or feared, 4 
high spinal brace (Taylor) should be worn. Severe jars of the 
spine and heavy lifting should be avoided. 


SALT PORK FOR CONTROL OF EPISTAXIS 
To THE Epitor:—Several local physicians contend that salt pork 
is the material of choice for the control of epistaxis. Has salt 
pork for such purpose ever been advocated by outstanding 
otolaryngologists; and, if so, is it still advocated by them? 
Philip J. Bayon, M.D., Natchez, Miss. 


ANSWER.—Although the use of salt pork for the control of 
epistaxis has long been advocated, it has never been selected 
as a material of choice by the majority of otolaryngologis' 
A number of articles have been written on the subject, three 
of which are by Beinfeld (A. M. A. Arch. Otolaryng. 57:51 
(Jan.] 1953), Hurd (Arch. Otolaryng. 6:447 [Nov.] 1927), ad 
Cone (Arch. Otolaryng. 32:941 [Nov.] 1940). 
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pEHAVIOR OF URETERAL MUSCLES 
DURING SHOCK TREATMENT 


To THE Eprror:—When conventional electric shock treatment is 
given as a modality in psychiatric treatment, does the smooth 
muscle of the tubular abdominal organs undergo contraction, 
and, if so, does a secondary relaxation occur beyond the point 
of its normal tonus? I am particularly interested in what 
happens to ureteral musculature as a result of the ictus. I do 
not refer to the indirect effect on the organs as a result of 
contractures of voluntary muscles. 


Jules Magnette, M.D., Reno, Nev. 


ANSWER.—There are no direct investigations available or 
published regarding the behavior of the ureteral musculature 
during electric shock treatment. It is assumed from Fetter and 
de Jong’s investigations that there is an increased vagus activity 
in the stomach during electric shock treatment. There are some 
data in the literature about abdominal complications such as 
bleeding from a gastric ulcer and perforation of duodenal ulcer 
after pentamethylentetrazol (Metrazol) injections. It is not ascer- 
tained, however, whether these abdominal complications were 
caused by contraction of the abdominal or of the gastric muscles. 
The vagus nerve stimulates only the renal end of the ureters. 
Vagus stimulation, therefore, cannot have any considerable effect 
on the musculature of the whole ureters. It is assumed that 
epileptic attacks, regardless of their causes (spontaneous epilepsy, 
pharmacological convulsions, electric convulsion) have the same 
physiology. According to information from pharmacologists, 
convulsant drugs do not produce contraction in the ureteral 
musculature, therefore, it can be assumed that conventional 
electric shock treatment does not produce contraction of the 
ureteral musculature either. If sustained anoxia, or unusually 
strong autonomic stimulation is produced by the electric shock, 
any one of these conditions might produce contraction in the 
ureteral musculature. It is not known whether the secondary 
relaxation occurs beyond the point of the normal tonus if this 
contraction occurs. 


GALLSTONES 


To THE EpIror:—A woman 43 years of age, 5 ft. 1 in. (154.9 
cm.) tall, and weight 130 lb. (59 kg.), had a hysterectomy for 
fibroids. During this operation the surgeon explored the ab- 
domen and found the gallbladder well filled with stones. The 
patient had never had symptoms of gallbladder trouble. What 
is the consensus in such a case? Is surgery indicated? 


Edward V. Valz, M.D., Philadelphia. 


ANSWER.—There is difference of opinion about whether or 
not gallstones should always be removed when it is known that 
they are present. The tendency to perform a cholecystectomy 
under such circumstances is increasing, and it has the support 
of many of those who know most about diseases of the biliary 
tract, especially gallstones. Although the patient has had no 
symptoms from her calculi as yet, many complications can occur 
that may be very serious. These are, for example, subsequent 
infection with damage to the liver if it is allowed to become 
chronic, the danger that one or more of the stones may get into 
the common bile duct and, finally, there is the danger of cancer 
of the gallbladder, which seems to have a definite relationship 
to the presence of gallstones. Nowadays the risk of a cholecystec- 
tomy in an otherwise healthy patient is so slight that the best 
advice to give such a patient is to have the gallbladder removed 
before more serious complications occur. 


TURBAN TUMORS OF SCALP 


To THE Epiror:—Regarding extensive turban tumors of the 
scalp (endothelioma capitis) in a man 57 years old, what 


treatment is recommended—excision, surgical diathermy, or 
radiation? 


W. F. Cantwell, M.D., International Falls, Minn. 


_ANsweR.—These tumors are generally considered to be be- 
ign and are best treated by surgical excision. The extent of 
‘xcision is governed by the size and number of the tumors 
Present. Extensive lesions may require skin grafting to close 
the defect in the scalp. 
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GAS GANGRENE 


To THE Epitor:—A 48-year-old man was injured Nov. 23, 1953, 
when he was struck a glancing blow on the left thigh by a 
log that fell about four feet. Roentgenograms failed to re- 
veal any fracture in the entire extremity; however, extensive 
soft tissue injuries and many superficial brush burns were 
noted. He was immediately hospitalized, and therapy was 
carried out with various antibiotics, including penicillin and 
meth-dia-mer-sulfonamides. Some 15 days after the original 
injury evidence of gas gangrene was noted in the affected ex- 
tremity, and it was necessary to perform a midthigh amputa- 
tion. Dorsalis pedis and posterior tibial pulses were palpable 
before the injury. There is no note in the hospital record of 
their presence or absence after the accident. In view of the 
fact that there was no fracture and that a period of 15 days 
elapsed between the time of injury and the appearance of gas 
bacillus infection, is it reasonable to suppose that infection 
with the gas bacillus occurred in the hospital? There have been 
no other cases of gas gangrene reported in the hospital. 


M.D., New York. 


ANSWER.—The production of gas gangrene is predicated on 
the presence of traumatized avascular muscle tissue that has 
been seeded with Clostridium welchii. The fact that many super- 
ficial brush burns and extensive soft tissue injury were present 
in the injury presupposes that contamination with street dirt or 
other sources of clostridia had occurred at time of injury. It is 
stated that the competency of the major arterial supply to the 
extremity was not recorded. This is significant in interpreting 
the rapidity of onset of clinical gas gangrene. Contrarily, the 
presence or absence of fracture is not significant. Whereas the 
onset of gas gangrene is usually more rapid, 24 to 72 hours, 
it is reasonable that the suppression of the vascular supply was 
progressive rather than abrupt. Again, the use of antibiotics and 
chemotherapy was not without inhibitory effect. While it may 
not be said unequivocally that secondary infection with clostridia 
did not occur in the hospital, from the information supplied the 
probabilities are that such a possibility was excluded once the 
brush burns were converted to closed wounds by the deposition 
of a blood-fibrin eschar. In the experimental animal to produce 
clostridial infection in a wound is impossible once granulation 
tissue has formed. The delayed onset of gas gangrene in an 
injured extremity has been repeatedly recorded. 


SMALLPOX VACCINATION 


To THE Epitor:—A healthy, young, white man received a cow- 
pox vaccination, and booster doses of killed typhoid bacilli 
and tetanus toxoid. Four days later he had a primary re- 
action to the vaccination. This was reported officially to have 
occurred in 1948, although the patient stated that he had 
never had a reaction of similar nature. On the eighth day 
after inoculation he complained of malaise, aching in his 
ankles, and a few generalized muscular aches. He had a tem- 
perature of 100 F, a primary reaction to cowpox, tender 
enlarged lymph nodes in the left axilla, tenderness and in- 
flammation about the lateral malleoli of both ankles, and 
slight nonpitting edema of both ankles. The diagnosis of 
serum sickness was made, and the patient was treated with 
bed rest and moderate doses of diphenhydramine (Benadryl) 
hydrochloride. After five days he was asymptomatic and 
afebrile. What agent was likely to have caused this reaction? 
Should this man receive inoculations in the future? 


M.D., New York. 


ANSWER.—If the young adult never had been vaccinated suc- 
cessfully against smallpox it is not strange that, when he 
obtained a primary “take,” a reaction with constitutional symp- 
toms occurred. A smallpox vaccination usually attains its maxi- 
mum development by the 10th day. It is not uncommon to 
have some elevation of temperature, tenderness, and swelling 
of axillary glands adjacent to the arm inoculated and a pro- 
nounced local reaction eight days after a primary vaccination. 
The general aches and tenderness referred to are more descrip- 
tive of a typhoid vaccine reaction, which is not at all infrequent. 
The combination of immunizing agents given at one time may 
have been a factor in the reactions. It is not wise to perform 





1296 QUERIES AND MINOR NOTES 


a smallpox vaccination when giving other agents for active im- 
munization. If there are proper indications for future inocula- 
tions, it does not seem probable that serious reactions will occur. 
If a booster dose of typhoid vaccine is desirable, it may be well 
to give 1/10 cc. intradermally instead of the customary amount 
subcutaneously. 


PAIN IN HEAD DURING INTERCOURSE 

To THE Eprror:—Three women patients, aged 40, 53, and 54, 
tell me that they have sudden, severe pain in the head dur- 
ing intercourse. The pain occurs without warning at the be- 
ginning of orgasm, lasts from several minutes to several days, 
and, in all three women, happens even when the patient feels 
very well and desires to have intercourse. I would appreciate 
your advice. M.D., Kansas. 


ANSWER.—Sexual excitement resulting in intercourse and 
orgasm always causes a rise of blood pressure. Borderline cases 
of high blood pressure can result in a stroke and account for 
death in some marriages in which an older man tries to satisfy 
the sexual demands of a much younger woman. In the cases 
mentioned, these women are at a time in life when their sexual 
desires are high, and, with the added stress of such sexual excite- 
ment, impairments in their arterial systems not previously noted 
may come to the foreground. The pains are probably the result 
of high blood pressure, and the headaches, whether brief or 
prolonged, are warning signs that should not be ignored. A full 
physical examination is indicated. It would be wise to check 
the blood pressure thoroughly and to inaugurate precautionary 
measures if they appear to be needed. Diets, such as the rice 
diet or other low sodium regimens, are often very helpful, par- 
ticularly when an early diagnosis can be made. However, such 
a regimen should be instituted only under very rigid medical 
supervision. A full discussion of the subject can be found in 
“Rice, Dietary Controls and Blood Pressure,” by Seymour (New 
York, Froben Press, Inc., 1951). 


SECTION OF THE VAS DEFERENS 

To THE Eprror:—What would be the immediate and late effects 
on the testicle after sectioning the vas deferens and the vesi- 
cles at the internal ring? M.D., New York. 


ANSWER.—It is impossible to section the seminal vesicles at 
the imternal ring. The vas deferens, of course, can be and fre- 
quently is sectioned during surgery for hernia repair at the level 
of the internal ring. No atrophy or other functional disturb- 
ance in the testicle will result from this surgical accident. The 
only immediate effect will be an azoospermia due to blockage 
of the vas deferens as an avenue for conducting sperm from 
the testicle to the ejaculatory duct. The internal and external 
secretion of the testicle is not interfered with in any way, as 
far as can be determined, by sectioning the vas deferens. 


RENAL TUBERCULOSIS 

To THE Epiror:—A patient with old calcified tuberculosis in 
the apex of the left lung has a positive smear and culture of 
the urine. He has roentgenologic evidence of severe damage 
to the superior pole and a large calculus in the superior calyx 
of the left kidney. There is no evidence of damage to the right 
kidney. Should a retrograde pyelogram be done to determine 
if the right kidney is infected? Should a left nephrectomy be 
done? What is the prognosis? 

M. W. Blankenship, M.D., Calvert City, Ky. 


ANSWER.—Judging from the clinical data in this case, the 
diagnosis should be tuberculosis involving the left kidney. To 
corroborate the diagnosis, however, it would be necessary to 
make a cystoscopic examination together with ureteral catheter- 
ized specimens from either kidney and an estimate of the 
differential renal function. The presence of pus cells and myco- 
bacterium tuberculosis in the catheterized specimen from the 
left kidney should identify the lesion. If the specimen of urine 
catheterized from the right kidney is found to be negative and 
the function of that kidney is normal, a pyelogram would hardly 
be necessary. Retrograde pyelography with renal tuberculosis 
is not indicated when the diagnosis can be made without its use. 
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The positive shadow in the upper pole of the left kidney present 
in the roentgenogram is probably due to calcification in a tube;. 
culous renal lesion and is not caused by a calculus. This js in 
keeping with the old calcified lesion present in roentgenograms 
of the left lung. Such calcification usually indicates high re. 
sistance to tuberculosis on the part of the patient, and shoylq 
make the prognosis better. A left nephrectomy would seem to 
be indicated in this case. 


TUBERCULIN » PATCH TESTS 


To THE Epiror:—The question of the routine use of tuberculin 
patch tests in preschool and school children at our well child 
conferences comes up. Please express your opinion as to the 
value of this procedure. 


Noah Borysh, M.D., New Milford, Conn. 


ANSWER.—The tuberculin patch test is satisfactory for pre. 
school and school children in most cases. Tuberculous infec. 
tions in children are usually so recent that sensitivity to tuber. 
culoprotein remains at a high level and is therefore elicited by 
patch tests, If demonstrable lesions are present with symptoms 
of acute disease, allergy may be suppressed so as to result jn 
no reaction to the patch test. This test is usually considered 
equal to 1/10 mg. of tuberculin administered intracutaneously 
(Mantoux). Therefore, in case of doubt, 1 mg. of tuberculin 
(1/10 cc. of a solution of 1 to 100) should be administered 
intracutaneously if there is no reaction to the patch test. 


SALK POLIOMYELITIS VACCINE 


To THE Epiror:—Are there any antigenic substances in the Salk 
poliomyelitis vaccine that would be apt to cause reactions in 
an allergic person? 


Donald W. Bales, M.D., Kingsport, Tenn. 


ANSWER.—Large numbers of allergic children have been in- 
oculated without any untoward effect even in those who have 
given a history of penicillin sensitivity. Skin tests in these 
persons have failed to reveal any immediate reaction. The only 
antigenic constituent that might cause concern, is penicillin 
which is present in a concentration of something less than 500 
units per milliliter. Further experience will indicate the im- 
portance of this potential offender. 


USE OF OXYTOCICS 

To THE Epitor:—The discussion on the use of oxytocics with 
cyclopropane anesthesia over the past few years (the lost 
noted in THE JOURNAL, May 22, 1954, page 416) shows the 
confusion that must exist in the minds of those practicing 
obstetrics and anesthesiology. As in the above article, the 
terms, oxytocics and posterior pituitary (Pituitrin), are often 
used more or less synonymously. The reason is that many 
men are using posterior pituitary as an oxytocic. It is im- 
portant that all hospitals and physicians using oxytocics 
realize that posterior pituitary extract contains both vaso- 
pressin (Pitressin) and oxytocin (Pitocin), the pressor substance 
and the oxytocic substance respectively. Both these agents can 
be procured separately, though the separation process has to 
date not been perfect; that is, when one uses a vial of oxytocin, 
which is the preparation that should be used as an oxytocic, 
there is about a 10% contamination with vasopressin (and 
this situation exists with the supposed purified principle of the 
latter hormone). 

Especially in obstetrics, in which oxytocin is being used 
today more and more routinely for inductions of labor and 
uterine inertia, the situation should definitely be clarified. The 
understandable dangers of using pressor substance with cyclo- 
propane (or without it) should not mislead one in the use of 
the oxytocic principle. Anesthetists who adhere to cyclo- 
propane usage have taken a protective attitude. Those who 
have known the benefits of oxytocin for just as long a time 
believe that it is no more dangerous than any other of the 
commonly used drugs and have not been aware of an in- 


compatibility. Edgar D. Knerr Jr., M.D. 


531 N. Lime St. 
Lancaster, Pa. 
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